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PREFACE 


^scovery, on routine denial radiographs. of lesions growing ip bone, occurs almost da, I y in a busy denial 

3 f rewnce or absence * c « ried matenH l' those lesions can appear mdbbcent, orally 

- - J h k fa f ? aqUe ^ r Comptetely fadfopa ^ e - Occasionally, an accuraie d-agnosis can bo based 

USii flS T aph,t jreS 0t a ,esion Mowcfl “' howerar, careful correlation of clinical, radiographic, and 
■n llWv cases. miCnORAAnnfAahiFBc lc n™ ll_^= . . * ... _ a r 


many cases, microscopic Matures Is necisssary to confirm the diagnosis. Orel Hard Tissue Diseases: A Refer* 
ence Manuel for Radiographic Diagnosis is designed to present the radiographic features of intraosseous lesions 
j-s^.e e. on denial rad, graphs in a format that the busy dental practitioner wilt find especially herpful Several 

^’ nriTh!fI^! n d9d 5 *“ 2nd edrtl0fl Sone we,e added a1 lhe suggestion of professional colleagues who 
!!’ ; ' uable In ,hesr dinical prac,lce5 - °f the lesions, ^sphosphonale-relaied Qst^necrosrs 

of ine Jaws, was '"eluded because dsnta! practitioners are encountering it with increased frequency t hose these 
additions will Pe beneficial and increase the usefulness 0 ! nils new edition. * 

0leVen SeC[i ° nS 0t ,he manual * dev0tQd 10 a Sfwc,llc ^agnrostio category Including periapical 
uc«nt .es'ons. pencorona! radlotuceM lesions,, inter-radicutar radiolucent fusions, periodontal radioluwnt 

lesions, radiolucem esions not associated with teeth, radiolucenl lesions With irregular margins periapical ratfio- 

£ Pe rr al radlopaQue lE?SJOns ' '■•’tor-radicular radiopaque lesions, radiopaque lesions noi associ- 

- h i 'll t r r ^ aqU ’ T'° nS W ' rh ' rre9Ul0r mar9 ' ns ' Bact] of lhe leSfDns Eluded in a diagnostic category 
futures " m0fe ht0h qu>l * Wacfc and whitc ' Pt'O^Pte intended to depict typical radiographic 

“ WW " “ mp!e “ matching a radiograph with an JlluSlralron h a book, 
however, necognumg the key radiographic features of a lesion is an essentia) step in establishing a diaonosis The 

seeks: 1 M ,br«4« M ri» v L. < 


J. Robert Mewl^nd 
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RADI01UCE.NT LESIONS NOT ASSOCIATED WITH TEETH 


CENTRAL GIANT CELL GRANULOMA 


SYNONYMS 

* Central giant cell lesion 

■ Ceniral giant cell tumor 

ETIOLOGY 

¥ A reaclive granulomatous proliferation containing multi- 
nuci’esied giant cells (generally thought to be osteoblasts) 

* May represent a reparative response to inflammation 
within bone. 

TYPICAL RADIOGRAPHIC FEATURES 

p A unlNMMjiar or multilocufar radiafucent iesio-n with circum- 
scribed or indistinct margins 

* Commonly located in the anterior mandible. 

* Gan cross She midline, 



A cenlral giant coll granuloma in [tie anterior -mandible, Tha lesion 
caused exp3nsi<m of Mw cortex 


DIFFERENTIAL DIAGNOSIS 

* Residual cyst 

- Cemento-osseous dysplasia 

- Ameloblastoma 

* Odontogenic fceratocyst 

* Central arienovenoua malformaiion 

DIAGNOSTIC STEPS 

■ Mu Hi locular lesions should be aspirated prior to surgery 
to rule oul the possibility of a vascular lesion 

* Microscopic examination of me te&ion *s necessary 10 

confirm me diagnoses., 


TREATMENT RECOMMENDATIONS 

* Curettage is the treatment of choice foi smaller lesions. 

* Surgical excision may be necessary for larger lesions, 

* Intralesionat corticosteroid injections have been proposed 
as an alternative to surgical therapy. 

FOLLOW-UP 

* Periodic re-evaluation, 

CLINICAL SIGNIFICANCE 

* May be assocraiad with aneurysmal bone cyst. 

* May occasionally behave in a more aggressive fashion 
(central giant cell lurnor), 

* Microscopically identical to the ‘ brown tumor" of hyper- 
parathyroidism. 


OTHER USEFUL CLINICAL INFORMATION 

A More common in young adults. 

■ More common in lemaies. 

* There may be conical expansion. 
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INTRODUCTION 


INTRODUCTION 


LA&Qfts growing m bonp alter foe osseous structure, These 
: te 3i j'Xb are typically visible on radiographs. Diseases 
■■ s :h oestioy or deform Ihti normal irahecuter erchtfocture of 
lh* hen* produce foswis are tadiolucenl On x-rays In 
the jaws, radioiucem lesions can result from inflammatory 
pfolkefsrions, reactive or developmental cysts, and 
reap! asms. Diseases which synteesiz-e certified material 
i' q dues issions chichi are pa rfiaNy Dr completely radiopaque. 
In •' - jaws foit caloihed malarial can he bone, catiila^e. or 
roofr, structure tegmentum, demin. and enamel). Seme 
diseases affecting the maxilla and mandible are Initially 
composed entirely of soft tissues ana appear radiolucent, but 
eventually mey form hard tissue and appear radiopaque. 
0« seises affecting the maxilla and mandible can arise 
primarily wiitun trie bone. or spread to tee bone from distent 
anatomic sites Compared to oilier tones of the skeleton, the 
diagnoses oi lesions involving the max ilia arm mandible can 
a greater diagnostic challenge because they contain 
teeth A wi<te variety of diseases can be associated with isein 
and the looiMoftiitag apparatus. 

T' is reference manual is duigned to help you identity radio* 
irapmc features of diseases which appear on denial rad ro- 
graphs li is important to remembef that the interpretation of 
radiographic features is only one component of the diag* 
process The dimcal presentation and m many cases, 
the microscopic features of the disease ere also important 
con-: ide rations. It biopsy >5 indicated, reforral to a specialist 
fcraJ and maxilrofatial surgeon, periodontist, or endodonflsst) 
may be appropriate II is also necessary (o assess results ol 
r:-7 itment grid re-evaluate the patient at appropriate intarvafe, 

TH& purpose of this reterence manual is to present tee irjfci- 
foa!;Gn necosisary to diagnose and manage oral harp i-ssue 
di eses The fir si section of the manual includes information 
aboul tee diagnostic process (obtaining a history, eaaminrrig 
the patient, recording historical' and chmcai do:a, establishing 
a d FferentiaJ diagnosis}, and seiaccmg appropriate diagnostic 
procedures. 

th e manual is divided info it sedans c?F lesions each repre- 
sensing specific diagnostic category. These diagnostic 
categories rhefuds: 

i ften apical radiorucent lesions 
2. Pencoronai radiofucent lesions 
3 inter- radicular raditiueent lesions 
A Periodontal (alveolar) radiofuDenl lesions 

5 Radioluceni lesions not associated with Mte 

6 RsDioiucent lesions with irregulai margins 

7 Periapical radiopaque reasons 
0 P^ncoronai radiopaque lesions 

9 inter-radicular fadfopaque lesions 
T 0 Rud'opeque lesions npi assorted wite teeth 
J t Rad»opaqu« lesions wite irregular margins 

n c-3Lc n □ agnostic category, the specific tes^ns are divided 
mte '.vo groups - those winch are reiaicvdy common and 
r- : . v-hicr are relatively uncommon. 


On the pages teal folfow each tab represents ihe genera; 
diagrvgstie category of the 'lesionc included It sfioufd be 
remembered mat these diagnostic categories are somewhat 
arbitrary and that there may be overlap between -diagnostic 
categories. Many ol ibese intis -osseous lesions can appear 
in more man one category because o! I Mr varied anatomic 
distribution or because they can bs radiolucent. misted, or 
radiopaque at different stages in ifieir deverqpmeni. 

The manual ts organized in a format that will be easily aoces- 
stere to you For each disease included in a diagnostic 
category, the Sollowrng ■ reformation is presented:, 

- The mosl common name for the lesion 

■ Synonyms for the fosion including afternative nam ng 
schemes that may have nisionoai importance (thus 
iaciiitatlnfl communication among clinicians) 

* A bnef discussion of the etiotogy 

One or more imagsB of a typical lesion with a descrip- 
tion of tee ctimcal features emphasizing teose of 
greatest diagnostic vetue (ihe most common radrO- 
graphi; manifestations as woJ! as typical clinical varia- 
tions a^e presented) 



Other useful clinacal informal ion mctudlng symptc^ns 
and opidarmoio-gic date 


Radiograph ic diti^fential diagnosis 
App/opri^it: oiacnosliC steps 


■ Clinical significance ieg couw the lesion indicate the 
presence oi a serious systemic oispase or could n be 
cdtemialCy Ufe- threaten ing i 


THE D( A GNOSTIC PROCESS 

The first slap in Ute diagnostic process of oral hard f'ssue 
diseases is fo have the pattern comptete a health question- 
naire. The heaiih questionnaire should provide information 
teat will enable ydu So assess the pastenfs: 

- overall health status (general health) 

j disease history (serious illnesses, hospitalizations, 
surgical procedures) 

cuirent medications (over-fie-coanter and pre^crip- 
Uemi) 

* allergies (drugs, foods, other) 

1 sociali history (tobacco, alcohol, andfor recfeaiional 
drug exposure) 

family history (health status ol family members) 

The health cuestionnmra should also contain a place for tee 
patient to describe his/her chief complainl 
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- ■' fQU Should interview the patent ?o obtain a complete 
intonation provided by me pattern m the heallh* 
Qjfestianrtaire will se*ve as a guide for [he interview. This 
patwt history should include the following: 

* Chief Complaint 

h ihe paS'eni is aware of (ha iesion and a description or ft 
n the pstsenfs own word?. 

* History pt Present Hlness 

On&el cl | he lesion ■- how long has the lesion been 
F««n l? In general lesions which pmisi for more than a 
lew weeks are of greater concern. 

Clinical course ol the lesion - has the lesion increased in 
decreased in size, (Huclualed tn sue. or remained 
stable? 

Symptoms o3 the lesion - is the lesion painlui? in ijia 
iosence of pam, (he patient may nos ha aware of the 
lesron This is significant because oral cancers are often 
imisaily painless. Is the lesion as-saciated with pares- 
thesJa? 

* Relevant Medical History 

Is there anyihing in tfta parent's medical hisiory char 
mrghl contribute lo the diagnosis? 

Is Ihe patient taking any medications that could be 
involved m rite oral changes? 

* Relevani Dental History 

is Ehers anything in (he patients denial history mat might 
contribute lo the dragnosis feg, prosthesis. appliances, 
trauma)? 


AH information Obtained during (he patient interview should 
be carefully recorded. 

At the completion of Ihe pa lie n( Interview, a complete exami- 
nation of the structures n! the head and neck (exlraorai 
examination) and oral cavity (ihlraorat examination! should 
be performed 

Following Ihe exha oral and infra oral examinations, the clini- 
cian should determine if a radiographic examination is appro- 
priate. 



4 pSciapical rsd^ograph showing part of ft lesion adjacent !o (he 
crown oi an impacted m&ndibuifir third malar tpoth, It is not 
possible to view the entire lesion on this radiograph. 



A panographic radiograph reveals the entire lesion, which encir- 
cles the impacted third jnoi&r and extends Into tha ramus. The 
lesion was an odontogenic kcraiocyst. 


Appropriate viewing equ-pment must be available 
including a viewbox with an intense tight source and a 
magnifying glass. 

* The radiographs must be of diagnose quality. 

■ You must know (he normal radiographic aopearance 
inormal anatomic variation) of the hard tissues you 
are inspecting in order lo assess abnormalities, 

♦ Examine the radiograph in a systematic fashion 


GENERAL principles of radiographic 

EXAMINATIONS 


Appropriate radiographs must be obtained to adequately 
assess the area of involvement. If, lor example, the entire 
lesion cannot be viewed on a periapical radiograph s 
panographic raciiograph may he indicated. 


COMPONENTS qf THE RADIOGRAPHIC EXAMINATION 

Assess the location of the lesion. 

J Is (he lesion an the maxilla t>f ihe mandible? 

J Is the lesion m the anterior or posterior portion ol ihg 

bone? 

■ Does the testfjn cross (he midline of the bone? 
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INTRODUCTION 


* IS ine tetton unilateral qr bilateral? 

* Is the lesion local or difluse? 

* s - ftsiorv associated with the root surface q( the 

twin? 

i trie les-idn associated with the apex of a tooth tperf- 

aortal)? 

' Jhe lesion associated with the crown or gn 
un erupted toolh (poricoronai)? 

is the lesion above or below the mandibular canal? 



A pericQfooal retfioiLiteni lesion in Ihe body at the ,T,nncribte. The 
ESian was a dentigerous cyst .jssacieled with an unwupled 
S&tanct pfflmolar Eonfih , 



A ce r “ ^ CO I radrplqcent lesion associated with* a mailKary laleraE 
looth with a n*crfrtic pulp sacondnry le dental CftNes. The 
was 3 periapical granuloma. 


Assass me margins of the lesion. 

■ Are the margins ctrcumscribad (del fried) or poorfy 
- rcurngcribed (11-dsfined)? 


Aie ihe margins cortical, sclerotic. or punched*oul 
in appearance? 

“ Are the margins regular, irregular, qr scalloped m 
shape? 



A tirtumscrtbtd lesion wigh COrUcated margins In \M mandibular 
body, The lesion was a unlCysliq amelohla&toma. 





W V f 


A. pUrtched-OUl lesitin m thfl anterior muiira toWMrt Ihe roots Of 
™ c * n ^ ra l incisor teeth, The lesion was an eosinophilic grami- 

1 i r *i * - * 


Assess the composition of the lesion, 

■ as the lesion radiolucent, radiopaque, or mixed in 
appearance? 

- if Ihe lesion is radioJucem, is iE unilocular or mu Hi loo 
ufa^ Does it exhihii a honeycomb or soap bubble 
pallem? 

* If the resion is racUopaqw, doas ft axh IHE a cofion 
wool, ground glass, or orange peel appearance? 
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A multllntular (soap-ftijb&ie) rudWuwnt lesion in the avrlftior 
mandible* The ICrSton m IS an jirtMovanpuFi matfQr-matiort, 



Multiple rndiD-pague lesions in the max ills and mandible <?xhib- 
lllng a cal ten -wool appearance. The lesions were the re-su H of 
Pagetbs disease of bone. 


Assess uh# effect of the lesion on adjacent structures. 


Is Ihe lesion expan dmg or eroding the adjacent 
cortical bane? II the lesion is eroding the cortex, is 
there evidence ot pathologic fracture? 


Is the lesion invading the mandibular canal? 
is the lesion invading the maxillary a rtf rum? 
ts the lesion displacing teem? 


ks the lesion eroding the roots cl leeLh? It erosion is 
present, is it regular or irregular in pattern? 


A lesion in Ihe mandible which is caus-lng the displaceir-enl of 
tooth roots. The lesion was an tdonSogenic karalocyfit. 





x 



A lesian in the posterior mandlbte thfll Je eroding Itie ad.accnt 
cortical! bone causing a pathologic fracture. The Fesion was im 
intraosseous squamous cell carcinoma. 


Assess me biologic potential of Ihe lesion. 


Dees the lesion exhibit radiographic evidence of limited 
growth (benign neoplasms), Cd of aggressive growth 
(maiighant neoplasms)? 


Recause benign neoplasms in bone are usually 
encapsulated and slowly expansile, they have 
circumscribed margins which e^e either corticated Of 
sclerotic. They tend to grow around or displace 
(expand) adjacent anatomic si metres. 


Because malignant neoplasms exhibit invasion and 
rapid growth Ihey nave poorly circumscribed margins 
and tend to destroy (erode) adjacent anatomic struc- 
tures. 
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INTRODUCTION 


COMMONLY-USED TERMS TO DESCRIBE 

BONY LESIONS 

Abscess - A local area oi acute lftfiamms,tlon composed of 
neutroohils and necrotic debris (pus^ An .nbsecss in bone 
appears 3 drcumscfltted radtolucent lesion. A prmap* 
teal abscess is on example. 

Ciicuimcibed mnrglr - The margin oF an inira-osseous 
lesion which is distinct when viewed on a radiograph A 
arcumscnbed margin is usually associated wrth a slowly 
expanding lesion such as 0 pen. apical cyst. 

Conical erosror - Destruction dp the cortical plate caused by 
rapid prOtltafHlidti ol an inlra-osseous pathologic process 
imta-osseous malignancies commonly cause cortical 
erosion 

Corneal expansion - Deformation ol me cortical plate caused 
by slow expansion ol Bn mSra -osseous pathologic 
process. An otfoniaganic cysi commonly causes cortical 
expansion 


Ground glass appearance ■ Thin, irregular pony trabeculae 
that produce a diffuse granular r^tl opacity, A ground 
glass appearance t$ lyp ca! of fibrous dysplasia. 

Honeycomb appearance - Synonymous with muMocular 
appearance The appearance ol a radiolucent lesion 
composed of multiple small compartment An iritm- 
osseous hemangioma commonly exhibits a honeycomb 
appearance 

Mined i radiolucenp radiopaque I Fesron - An in.Era-os-seou& 
lesion composed of doth sofi and herd tissues Some 
parts of the lesion allow x-rays to pcmeltate white amor 
pad* do not., 

Mo3h- eaten appearance - The appearance of a fesion 
composed of multiple, ttonfruent, if regular rediotocoRPes, 
A moth-eaten eppeatance is see™ in acute osteomyeiilis 

Mottled appearance - The appearance ot a lesion whtch 
exhibits varying decrees of radi opacity A mottled appear- 
&fiee rs mm in florid osseous dysplasia. 


Corticated margin * A uniformly thin, radiopaque border Multi rDculaf appearance - The appearance ot a radiplucenl 

composed ol reactive bone usuariy associated with a lesion composed of mutllple compartment Hie odooto- 

siowly expansile tesion such as a dentigerous cysi. &enic keratocyst is commonly muttHooular, 


Colton wool appear $ nee - Multiple, circumscribed radio- 
paque masses against a Tadiofuceni background grvmg 
the appearance Oi cation woot (cotton balls) Pagel's 
disease of bone shows 3 cotton wool Appearance 

Cysi - A fluid-filled cavity lined, 
cy&l 'S an exempts; 

Diffuse pattern ■ Multiple intraosseous lesions which are 
distributed through out the mvoived bone Diffuse scle- 
rosing osteomyelitis is an example. 

Dyspasia ■ Noi the same as epthslial dysplasia. When me 
term dysplasia ft applied to epitfieUal lesions. if indicates 
Lhal the iesion might be pramaJjgflBnl, In contrast, when 
applied to bony lesions, the term dysplasia simply means 
an abnormal 1 pattern of develops enl, It does no! mean 
I has the lesion is promaJipnant. Fior d ccmento-ossaous 
dysplasia 4s an example, 

Fistula - A pathologic cartirnunication thal allows she drain-age 
ot pus titjm an abscess. A fistula can develop From a 
periapical and extend through the alveolar bone 

to the gingival surface. 

Flond paiiem - Synonymous with diituse Muftipte intra- 
osseous lesions which are disiri bused thrgughoui ihe 
involved bone, Florid. cemente-osseous dysptasra is an 
example. 

Focal patten * - lntra-Qs$eQm& lasiores which are localized lo a 
single site rfocus) m an involved bone. Focal oemanig- 
Gsseous dysplasia is an example. 

Granuloma - A -ocal a r ea ot chronic intiamm.riipn composed 
ol vascyfnnzed granulation tissue A granuloma m bone 
appears os a circumscribed radiducent lesion A penap- 
icai granuloma is an- example, 


Onion skin pattern - Th& radiographic pattern produced by 
thin bony trabeculae profjlefetirtg parallel Id the cortical 
plate. Periosteal reactions- associated wllh chronic osteo- 
myinlitis Cart axhibri an onion skin pa Hern. 


Paresthesia - An abnormal, sensation such as burning, 
tingling, or numbness associated wiih damage te a 
sonsory nsrve, Paresth&sia localized to the lower lip is 
associated wrth damage to the mandlbufar nerve. 

Pathologic Tracture - A fracture visible ors a radsograph 
caused by Ihu proiif&ralichl oF a pathologic process Paih- 
otegfc fractures are commonly associated with malignan- 
cies. 

Popapital resign - A lesion located ai the apex of a looth root 
A perianal abscess is an example 

Fencorcmai lesion - A is&ion located around the crown oF an 
unerupted tooth, A dentigerous cyst Is an example. 

Poorly circumscribed mas gin - The margin oi an intra- 
osseous lesion which is ilhdotinnd wFiau vi qw&O on g, 
radiograph A pooiiy craimscribed margin is oommonly 
associated Wllh h rapidly prokleralmg lesion subh as a 
msligrrancy 

Putecshed-out pattern - Circumscnbod radio lucent lesion that 
appears to bo punched out ot the Involved bon& (the 
margins of ttns lesion are not scteretic). The intra -osseous 
lesion of Lang&rhans cell disease chaiactonisticaliy 
exhibit a punched’out appearance 

R^idigiilaf lesion- - A lesion located ai Uie apex of a tooin A 
mdicul^r Cyst is an example . 

Raoiolucent lesion - An inira-wseous lesion composed 
soil tissues Thai allow penettalron Of X-rays 


with apilhetium A dantigerous 
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Radiopaque lesion - An intra’Oss&DuS lesion composed of 
hard tissues ifiat wock penetration of x-rays, 

Ragged margin ■ The margin of an intra-osseous lesion 
which is indistinct- Ragged margins are often associated 
wilh rapidly growing malignancies. 

Scalloped margin ■ The margin of an intra-osseous leson 
which extends in a scalloped iashion into the mter-fadic* 
ulai bone between the roofs of adjacent teeth. Traumatic 
bone cysl is an example of an tntra-pseeous lesion wilh a 
scalloped margin. 

Sclerotic margin - A mick radropaque border composed Oi 
reactive bone usually associated With a slowly expand ng 
lesion such as periapical cemento-osseous dyspfasia. 

SeoueBirum - A f ragmen! of necrotic bone mat has become 
separated from the adjacent viable bone. A sequestrum 
may be encountered in osteomyelitis. 

Soap bubble appearance - Synonymous with mu n locular 
appearance., The appearance of a radioiuceni lesion 
composed of multiple small! compartments.. Inlra-osseous 
hemangioma cart exftbti a soap bubble appearance. 

Sunburst isuoray) pattern ■ The radiographic pattern 
produced wfiert ihm bony irabecuiae extend away from 
the arnica! plate in a perpendicular fashion, The sunburst 
(s unray} pattern is commonly associated with osteogenic 
sarcoma. 


Unilocular appearance - The appearance of a radiolucenl 
lesion composed o! a single compartment, A dentigerous 
cyst Is an example cl a unilocular lesion. 

Well circumscribed (defined) margin - Synonymous wilh 
circumscribed margin. The margin of an infra-osseous 
lesion which rs distinct when viewed on a radiograph, 
Slowly expansile cystic lessons commonly have well 
circumscribed margins. 


ESTABLISHING A RADIOGRAPHIC 
DIFFERENTIAL DIAGNOSIS 

For some lesions of the [aws, a precise diagnosis can be 
made based solely on patient history, clinical prasanflatioa 
and radiographic appearance. No additional diagnostic 
procedures ara necessary. However, tony lesions share 
similar radiographic features. For inese lesions, it is neces- 
sary to formulate a radiographic differential diagnosis. A radi- 
ograph^ differential diagnosis is a list of diseases (usually no 
more than bur or five) that (it ihe xadiographic presentation of 
the lesion. The disease you think is !he most likely diagnosis 
should be listed first, the next most l-kely listed second,, and 
so oh. 

In order to determine the final diagnosis, additional diagnostic 
procedures may be necessary. These procedures commonly 
require removal of some or ail of the lesion lor microscopic 
examination. Biopsies of bony lesions are usually performed 
by a dental specialist., Depending on ihq located of rhe 
lesion, the biopsy procedure might be perfoimed by an oral 
and maxillofacial surgeon, pefiodonliat, or endedontist 
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PERIAPICAL RAD10LUCENT LESIONS 


GENERAL PRINCIPLES 

Lesions i ha: appear as radiolucenties at the foot apex can represent mlfammaiory, dysptastffc, develop- 
mental, or neoplastic processes. 

Soit^ periapical lesions are iniiialty radiolycent but eventually become radiopaque nhese lesions 
also included in the seclron on periapical radiopaque lesions). 

The most common periapical radiducenl lesrons are the result ol piripal necrosis secondary to dental 
canes. 


ii >s important to assess the vitality of the tooth when a periapical lesion is present, 

p Symptoms associated with pulpgl Infection indicate an inflammatory etiology, 

It is important to remember that when (he tenm dysplasia is applies to a lesion in bone, it does not 
indicate pre malignancy. 




Periapical Abscess . . , 


Perrapieal Granuloma 
Periapical Cyst , . , 

External Root Resorption 


Focal Sclerosing Osteomyelitis 

Pen apical Cemento-osseous Dysplasia 

Simple Bone Cyst , ...... 


LIST OF DISEASES 
COMMON DISEASES 
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UNCOMMON DISEASES 


Nasopalaline Duel Cyst ....... 

Central Neurofibroma 

Central Grant Cell Granuloma 

> • • ■ 4 — r * r >r ■ ■ 

Ameloblastoma 

Calcifying Odontogenic Cyst 

Cemeniotafastorna. 


“ S 



22 


. 23 


24 
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26 


Lange rhans Cell Disease 

Localized Aggressive Periodontitis 
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PERIAPICAL RADIQLUCENT LESIONS 


PERIAPICAL ABSCESS 


SYNONYMS 

* Apical periodontal abscess 

ETIOLOGY 

1 An acute inflammatory process containing neutrophils 
and necrotic debris (pusj, 

* Develops at the root apex of a tooth wilft puipal necrosis 
usually secondary to denial caries. 

TYPICAL RADIOGRAPHIC FEATURES 

* A circumscribed radtolucenl lesion a* the root apex. 

“ The legion may occasionally be displaced iaie rally, 

* The tooth may show deep caries, a large restoration, or 
evidence of previous endodontic therapy. 



A periapical abscess. The tooth had a coronal Iraglure. 

OTHER USEFUL CLINICAL INFORMATION 

* The tooth will he nonvIW. 

* The tooih will be pamful to percussion. 

* A paruiis may he present on the adjacent gingiva. 


DIFFERENTIAL DIAGNOSIS 

* Periapical granuloma 

■ Periapical cyst 

* Focal sclerosing osteomyelitis 

* Periapical cemento-osseous dysplasia 

DIAGNOSTIC STEPS 

Percuss the tooih (it should be painlul to percussion). 

* Test ihe viiaiily ol ihe pulp (it should he nonvhal). 

■ Make endcdoniic access inio the pulp chamber (Ihe pulp 
should be necrotic}., 

* Microscopic examination of Ihe pertapteal tissue is neces- 
sary to confinm the diagnosis. 



A periapical abscess-. The icons ha4 ikuiymi caries unefer an 
amalgam resiorailom 

TREATMENT RECOMMENDATIONS 

- Endodonlic therapy if the tooih is restorabie 

* Extraction if the tooih is nol restorable. 

FOLLOW-UP 

* Periodic re-evaluation. 

CLINICAL SIGNIFICANCE 

■ If unjreaied. a periapical abscess can develop into osieo- 
myeiil is, septicemia. Ludwig's angina, or cavernous sinus 
inrombosis- 
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PERIAPICAL GRANULOMA 


PERIAPICAL RAOSOLUCENT LESIONS 


SYNONYMS 


diagnostic steps 


■ Ch'oaic apical periodontitis 


Percuss ihe (coin [it snoui-J not be painful to percussion)* 


ETIOLOGY 

- A circumscribed radioiutenl iteston at the root apex. 

* “he lesion may occasionally Oe displaced laterally. 

■ The toalh may show deep caries, a large restoration. Of 
evidence ol previous endodontic therapy. 



OTHER USEFUL CLINICAL INFORMATION 


Test Ihe vatality of Ihe pulp (it should be nonvilal}. 

■ Make endodontic access into the pulp chamber rthe pulp 
stioutd be necrotic). 

- Mtcroscop ic examination ol I he pe n apical tissue is neces- 

sary to confirm the diagnosis. 




Pen apical granulomas. TFie patient hao Extensive carles safitin- 
ry to chronic dry moulh. 


TREATMENT RECOMMENDATIONS 


The tooth will be norwitaf. 

The tooth wHE not be painful to percussion. 


Endodontic therapy if ihe tooth is restore ble. 
Extraction if the roolh is not restore ble. 


DIFFERENTIAL DIAGNOSIS 


FOLLOW-UP 


* Per apical abscess 

* Penapica! cyst 

+ Focal sclerosing osteomyelitis 

Perrapical cemento-osseous dysplasia 

* Stmple bone cyst 


* Periodic rc-eval nation. 


CLINICAL SIGNIFICANCE 

■ A p^riaprcail granuloma can undergo acute exacerbation 
to form a periapical abscess. 


is 



PE APICAL ftADIOmCEflT LESIONS 


PERIAPICAL CYST 


SYNONYMS 

* RadicuFflr cysl 

ETIOLOGY 

Proliferation of odontogenic epithelium in a pfe-exRStmq 
periapicaJ granuloma. 

Tfie odontogenic epithelium ongi nates Iforri the rest ol 
Malassez. 

TYPICAL RADIOGRAPHIC FEATURES 

* A Circumscribed radrolccent lesion ai tne root apex. 

* The lesion may occasionally be displaced laterally. 

' The tttfh f"ay show deep canes, a targe restoration, or 
evidence ol previous endodontic therapy 


differential diagnosis 

* Periapical abscess 

* Periapical granuloma 

* Focal sclerosing osteomyelitis 

* Periapical eemenio-osseous dysplasia 

* Simple bone cyst 

DIAGNOSTIC STEPS 

Percuss tne tooth ui should not be sensitive to percus- 
slon). 

* Test the vitality ol the pulp (It should be nonvrtal). 

■ Ma Xe endodontic access i nlo Ihe pulp chamber (the pulp 
should be necrotic). 

1 Microscopic examination of the periapical tissue is neces- 
sary to conlinti [he diagnosis. 



A periapical cys*. The tooth had bean 
injury «nd showed evidence of internal 


displaced by a traumatic 
tGot rosmpHon. 


OTHER USEFUL CLINICAL INFORMATION 

* The loolh will De rtOftViJal, 


The- looi ft will no! be pa*nhj? to percussion 



injury anrr (rested Wllh ponventidnar rndodontre (hergpf, 




TREATMENT RECOMMENDATIONS 

* Endodontic therapy if the tooth is restorable. 

* Extraction if the tooth i$ not reeiorable. 

FOLLOW-UP 

* Perrodic re-evaluation. 

CLINICAL SIGNIFICANCE 

in rare instances, squamous cell carcinoma has been 

reported to arise from the epithelial lining 0 f a periapical 
cyst 


PERIAPICAL RADIOLUCENT LESIONS 


EXTERNAL ROOT RESORPTION 


SYNONYMS 

+ diopathrc exiermtt resorplian 

ETIOLOGY 

■ Multiple etiolagic factors Including trauma, orthodoniic 
therapy, pressure from an Impacted TooliL tooth reimplam 
tanon . and expansion of a eysl or tumor 

When there is no apparent cause for Bhe resorption, the 
term Idiopathic external r&$Qfptton is commonly used. 


TYPICAL RADtOGRAPHIC FEATURES 


OTHER USEFUL CLINICAL INFORMATION 

■ The tooth will usually be vital, 

* The tooth may be sensitive to percussion. 

* The process is typically discovered on routine denial 
radiographs. 

DIFFERENTIAL DIAGNOSIS 

■ Because of ils distinctive location and radiographic 
Features, external toot resorpteon is infrequently confused 
with other periapical radiolueent lesions. 


■ Irregular desiruclion ol the root apes with an Hi-defined 
area of periapical ratNotacency, 


TREATMENT RECOMMENDATIONS 



* Endodoniic therapy can be attempted, hut. unfortunately, 
the resorption usually continues until the loom is ulti- 
mately tost. 



External resorption Of Ihe .routs of a mandibular molar tooth, 
The tooth was anympta-nnallc, 
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PERIAPICAL RADlOLUCENT LESIONS 


FOCAL SCLEROSING OSTEOMYELITIS 


SYNONYMS 

* Focal chronic sclerosing osteomyelrtis 

* Condensing osteitis 

ETIOLOGY 

* Chronic osteomyelitis I h at develops ai the root apex 01 a 
tooth with chronic pulpitis secondary to deep caries. 

TYPICAL RADIOGRAPHIC FEATURES 

* A circumscribed radioiucent lesion ai the root apex of a 
tooth with a deep carious lesion . 


DIFFERENTIAL DIAGNOSIS 

■ Periapical abscess 

* Periapical granuloma 

* Periapical cyst 

DIAGNOSTIC STEPS 

* Percuss the tooth (ft should not be sensitive to percus- 
sion}, 

* Teas the vitality of the pulp jit usually lesis non vital i. 

11 Microscopic exa munition of periapical tissue is necessary 
to confirm the diagnosis. 



Focal sclerosing deIm myelitis, The lOOth had A large amglgsw 
restoration and recurrent canes. 


OTHER USEFUL CLINICAL INFORMATION 

* A mandibular pre molar or molar tooth ts The most 
frequently involved. 

* The tooth may be asymptomatic, or there may be chronic 
pain of low intensity. 

* The icoth is usually not sensitive to percussion. 

1 The pulp is usually ncmvitaL 


TREATMENT RECOMMENDATIONS 

* Endodontic therapy if ihe tooth is reparable, 

* Extraction if the tooth is not resiorable^ 


FOLLOW-UP 

* Periodic re -evaluation. 


CLINICAL SIGNIFICANCE 

■ Wilh time, this lesion will become calcified and appear as 
a penapical radiopaque lesion 


IS 
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PERIAPICAL HAPlOUiJCEhT LESIONS 

PERIAPICAL CEMENTO-OSSEOUS DYSPLASIA 


SVNONVMS 

+ Cememai dysplasia 
■ Camefitonna 

ETIOLOGY 

- r^. active profiieraiion in response to unknown rectors.. 

TYPICAL RADIOGRAPHIC FEATURES 

Early lemons pfasanl as circumscribed radioSucervcses at 
r - ends ol me fools oi multiple mandipular anterior 

teeih. 

Tr* teeth involved are usually free ol caries or restora- 
tions. 



E i! ■ iy ItSions oi periapical ctfmcnl-cnjsacaiJt dysplasia. The tcclh 
amt atyrnplornfflit and vital. 

OTHER USEFUL CLINICAL INFORMATION 

* The tesiom are asymptomatic. 

”iev ar? usuaiiy discovered on routine denial radio- 
graphs, 

■ W re common in middle-aged African-American femafes 


DIFFERENTIAL DIAGNOSIS 

* Periapical abscess 

* Periapical granuloma 
Periapical cyst 

* Focal sclerosing osteomyelitis 

DIAGNOSTIC STEPS 

* Percuss the teeth (they will not be painful to percussion), 
■ Test the vitality of the teeth (they will test vital). 



Early lesions gl periapical ceF’Drlo-Casec-Lis. dysplasia. The Iceld 
re nsymplo malic and vllal. 


TREATMENT RECOMMENDATIONS 

■ No Ifealmenl necessary 

FOLLOW-UP 

* Periodic re-evaluation. 


CLINICAL SIGNIFICANCE 

■ With lime, calcified material (tone and cementum) will be 
deposited within the lesions and they will appear radio- 
paque, 

■ May be associated with florid eemento- osseous 
dysplasia. 

9 The use of the term dysplasia does not mean I hat these 
lesions ere- pi sm migrant. 
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PERIAPICAL RADPQLUCENT LESIONS 


SIMPLE BONE CYST 


SYNONYMS 


DIFFERENTIAL DIAGNOSIS 


■ Traumatic bone cyst 

■ Hemorrhagic tone cyst 
* lcriopain»c bone cavity 


* Periapical granuloma 

1 Periapical cyst 

* Central giant cell granuloma 

* Odontogenic neoplasms 


ETIOLOGY 


* The predtse etiology is unknown. 

* May represent defective bone heating following a trau 
malic injury. 

TYPICAL RADIOGRAPHIC FEATURES 


DIAGNOSTIC STEPS 

- Percuss the teeth (they should not be parnful to perdus- 
sion). 

* Test the vitality of the teeth (they should test vilal}. 

* Microscopic examination of the lesion is necessary to 
confirm the diagnosis. 


A circumscribed solitary radioiucent lesion, 


* Typicality extends between the roots of teeth resulting in a 
scalloped appearance, 

- More common in the premoiar/rnoJaf area of the 
mandible- 




A SimpIS bane av*t in Hie anterior mflncJibte. fbe Eceth wdr® 
as ymptomaiic an tf vital., 


TREATMENT RECOMMENDATIONS 

' Aspiration lo rule Oul a vascular lesson 


A simple bone cyst In the posterior mandrbli*. Th* Item were 

asymp-tff mafic wa vital. * Surgical expiration with curettage ol the lesion walls. 


OTHER USEFUL CLINICAL INFORMATION 


FOLLOW-UP 


■ More common in young adults, 

* Tlhe teeth adjacent to the lesion are vital, 

4 The lesion Is usually asymptomatic and discovered on 
routine dental radiographs. 


* Periodic re-evaluation, 


CLINICAL SIGNIFICANCE 


* 


May cause cortical expansion 
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May be associated with florid cemsnio -osseous 
dysplasia. 



PEftlAPlCAU H ACHQ LUC EPiT LESIONS 


CENTRAL NEUROFIBROMA 


SYNONYMS 

- Central neurogenic tumor 
• Control nerve sheath lumor 


DIFFERENTIAL DIAGNOSIS 

* Pertapicaf granuloma 

* Periapicet cyst 

* Simple bone cyst 


ETIOLOGY 


* A benign neoplasm of nerve sheath (neurolrbroblast) 
origin. 


DIAGNOSTIC STEPS 


TYPICAL RADIOGRAPHIC FEATUHES 

■ A circumscribed radolucenf lesion centered on the 
mandibular canal, 

• May cause erosion of adjacent tooth roots. 


■ Percuss 1 she teeth flhey should not be painful lo percus- 
sion ). 

* Test the vitality of the teeth 4 they should lest vital). 

* MiCroscopEc Gemination of I he lesion is necessary to 
confirm the diagnosis. 



A. cental ncuiOlibrdma arming Irom Ihe inferior al vaoldr (mandib- 
ular} nerve. The Ebbth was asymptomatic and vital. 

OTHER USEFUL CLINICAL INFORMATION 


TREATMENT RECOMMENDATIONS 

* Surgical excision 

FOLLOVwJ^jf^C? 

* Periodic re-evaluation 

CLINICAL SIGNIFICANCE 

" May be a component ol neurofibromatosis (Von 
Recklinghausen's disease), 


* The teeth adjacent to the Jesign are asyrnplomalic and 
vliali 

1 May be associated with cortftal expansion. 

* May be assorted with paresihes^a of the lower tip. 
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PER I APEC At RADIOLUCflSTT LESIONS 


CENTRAL GIANT CELL GRANULOMA 


SYNONYMS 

* Central giant ceil tesion 
■ Central giant celt tumor 

ETIOLOGY 

A reactive granulomaious prdileralksn containing muhi- 
nucleaied giant celts (generally ih ought to be osteo- 

* Way rep resent a reparative response lo inflammation 
within the bo ne. 

TYPICAL RADIOGRAPHIC FEATURES 

* A unilocular pr multocular radibiuceni lesion with circum- 
scribed or indistinct margins. 



A central giant -cell granuloma In the midline of the anterior 
mandible. The lesion was Initially Thought to bo of endodontic 
origin. 


- Commonly located in Irte anterior mandible. 

* Can cross the midline. 

- May cause resorption of adjacent tooth toots 



A c-afllral giant cell granuloma In the mandible-. The lesion 
crossed She muiline. 


DIAGNOSTIC STEPS 

. Percuss the teeth {ihoy should: ml be painful to percus- 
sionJ„ 

* Test she vitality ol the teeth (they should test vital). 

• Microscopic examination □( the lesrpn is necessary to 
confirm the diagnosis. 


TREATMENT RECOMMENDATIONS 

* Cu railage is the treatment of choice for smaller lesions 

* Surgical excision may be necessary lor targ^r lesions. 

* lntralesion.il corticosteroid injections have been proposed 
as an alternative to surgical therapy. 


OTHER USEFUL CLINICAL INFORMATION 

* More common irt young actuhs, 

- The tee?h adjacent to the lesion are asymptomatic anti 
vital 

■ There may be conical expansion. 

DIFFERENTIAL DIAGNOSIS 

* Pe-r.apical granuloma 

* Per-aptcal cyst 

* S mpj e bone cyst 


FOLLOW-UP 

- Periodic re-eval nation, 

CLINICAL SIGNIFICANCE 

* May be associated v^th aneurysmal bone cyst 

* May occasionally behave in a more aggressive fashion 
(central giant cell tumor). 

- Microscopically identical to the “brown tumor oi hyper- 
parathyroidism. 
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PERIAPICAL ftADIGLUCEH! LCSIOhfS 


AMELOBLASTOMA 


ETIOLOGY 

* A benign odontogenic neoplasm ihat can develop From 
remnants of (he denial lamina [rests ol SerrssK Hertwig's 
root shealh (rests of MaJassez), reduced enamel opilhe- 
Eium lining tire denial follicle, or basal cells of surface 
epithelium. 

Periapical lesions probably arise from rests of Malassez. 


TYPICAL RADIOGRAPHIC FEATURES 

A circumscribed unilocular or rnuitiiocufar radiotucenl 
lesion. 

May be associated with erosion or divergence of Ihe rods 
of adjacent leeth. 



An jimclDhlaslDmfl ifl (be -mandible-. The legion Caused frotion cl 
the adjacent toolh roots. 


OTHER USEFUL CLINICAL INFORMATION 

* More common In young adults. 

* More common in the mandible, 

The ieel:''i adjacenl to [he fesJon ace asymptomatic and 
vital. 

* May exhibit conical expansion. 

DIFFERENTIAL DIAGNOSIS 

p Periapical granuloma 

* Periapicat cyst 

* Simple bone cyst 

* Central grant coif granuloma 
Calcifying odontogenic cyst 


DIAGNOSTIC STEPS 


B Percuss Ihe teeth (they shouto not be painful to percus- 
sion). 

* T est the vitality of the seeth (Ihey should test viiaJJ, 

- Macroscopic ejraminaiion ol the Fesion is necessary to 
confirm ihe diagnosis. 



An amcl&blasEomfl in mandible. ThE lEsien caused erosion of 

|ho adjacent loom roots. 


TREATMENT RECOMMENDATIONS 

' Surgical excision is me treatment of choice, 

FOLLOW-UP 

' Because of the recurrent potential of Ihe lesion close 
follow-up rs essential 

CLINICAL SIGNIFICANCE 

1 These lesions are locally aggnesstve ai>d have a high rate 
□f recurrence, 

AmeJobfastomas occasionally metastasis, 
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PERIAPICAL RADIOL UCENT LESIONS 


CALCIFYING ODONTOGENIC CYST 


SYNONYMS 

* Gorfin cyst 


ETIOLOGY 

* A dewetopmantal cyst that originates from tooth-forming 

epilbelium 


DIAGNOSTIC STEPS 


* Pprguss the teeth {^hcy should not be sensitive? to peic-LS- 
sk>nK 

* Tesi ihe vitality o t the teeth (they should tost vilal). 

* Microscope examination of the lesion is necessary to 
cotiFirm ths diagnosis 


TYPICAL RADIOGRAPHIC FEATURES 

* A c rcumscrioed unilocular radiolucan? lesion, 

May be associated with erosion of the roots of adjacent 
teeth. 




A calcifying odontcqeiiic cyst In Ehe mandible. The lesion caused 
erosion of the adjacent tooth roots. 


A calcifying odontogenic cyst in me mwidlbte. The reason caused 
erosion of The adjacent Icclh loots. 


TREATMENT RECOMMENDATIONS 


Enucleation 


OTHER USEFUL CLINICAL INFORMATION 

+ More oornmon in adulEs. FOLLOW-UP 


More Common m She mandibular prenolnr area. 

■ The seeth adjacent so The lesson are asymptomatic and 

visa!. 


Periodic re-evaluation. 


DIFFERENTIAL DIAGNOSIS 

* Pen apical granuloma 

* Pen a pica! cyst 

* Simple bone cysl 

* Giant cell granuloma 
h Ameloblastoma 


CLINICAL SIGNIFICANCE 

■ Caifrficaitons can develop in Lhe cyst lining causing ihe 
lesion Ig eventually appear radklp&que. 


25 


http if /dental bo oks ■ drb assam . bl ogs p ot.co m 




PEFIAP 1 CAL RADJOLUCENT LESIONS 


CEMENTOBLASTOMA 


SYNONYMS 

* Benign Cflirantobtastoma 

- True cemenloma 

ETIOLOGY 

r A benign neoplasm of eemerUDblasis that develops at the 
root ape* 

TYPICAL RADIOGRAPHIC FEATURES 

■ A circumscribed radtoJutent lesson mat extends up me 
too#} roof. 

Most often involves a mandibutar molai Eooto. 



An e-Ftrly cemcnlcdlas-EOma. The moth m&S asymptomatic and 
vital. 


OTHER USEFUL CLINICAL INFORMATION 

■ More common in young adults, 

■ The involved tooth \s asymptomatic and vital. 

- May cause conical expansion. 


DIFFERENTIAL DIAGNOSIS 

- Periapical gtanutoma 

* Periapical cyst 

* Focal sclerosing osteomyelitis 

■ Central giant celt granuloma 

■ Ameloblastoma 

* Calcifying odontogenic cyst 

DIAGNOSTIC STEPS 

- Percuss (ha involved tooth (it should not oe painful to 
percussion, but may exhibit a dull sound). 

■ Test toe vitality of the involved tooth (it should test vital L 

■ Microscopic examination ol the leston is hecessary for 
definitive diagnosis. 

TREATMENT RECOMMENDATIONS 

■ Surgical excision 

ooks 

FOLLOW-UP 

* Periodic re-evaluanon. 

CLINICAL SIGNIFICANCE 

■ With time, calcifications develop within the lesion causing 
it to appear radiopaque. 
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LANGERHANS CELL DISEASE 


PERIAPICAL RAOr-OLUCEMT LESilOhS 


SYNONYMS 

* HisSiDcyiosis X 

p Eosmophrfie granuloma 

ETIOLOGY 

- A neoplastic profiteration oi Langerhans cells (histio- 
cytes). 

J The di seas e can present In ch ronic fooat. ch ronic diss em- 
inated. and acute disseminated forms 

TYPICAL RADIOGRAPHIC FEATURES 

- A solitary punched-out radroluoen! lesion around me 

roots Oi tgQ!h r 

* May trwolve mull<ple teeth. 



Langerhans cell disease iensinophiMc GFJtnuln-ma) in {he 
nundibl*. 


OTHER useful clinical information 

‘ “‘■■ore common in children and young adulte. 

Involved teeth are usually asymptomaite and vital. 

* Involved leeth ara commonly mobile 

DIFFERENTIAL DIAGNOSIS 

* Penapical granuloma 

* Penaprcal cyst 

* Smpte cone cyst 

* Amokttasftovn* 

■ Cc C-«>nng odontogenic cysl 


DIAGNOSTIC STEPS 

* Percuss the leeth (they should not he painful to percus- 
sion}. 

H Test the vitality of the leeth (they shoutd teal vital), 

- Microscope examination of the lesion is necessary to 
confirm the diagnosis 



■ .ingcrhin'S C#l! dscase teosinniphillg granuloma) In Ifift mjucilia, 
the lesion wat initially thought to be oi endodontic origin, 

TREATMENT RECOMMENDATIONS 

Surgical excision is me irealment ol choice for localized 
lesions. 

■ Chemotherapy is necessary for tt&seminated tissue, 

FOLLOW-UP 

* Long-term loHow-up is essential. 

CLINICAL SIGNIFICANCE 

■ The acute disseminated term of ihe disease is often 
rapidly fatal. 
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PERIAPICAL RADIOLUCENT LESIONS 


LOCALIZED AGGRESSIVE PERIODONTITIS 


SYNONYMS 

* Early-onsel penodontilis 

ETIOLOGY 

* Genetic predisposition. 

* Leukocyte (neutrophili dysfunction wiihoui systemic 
manifestations, 

* Specific pacts rial flora (A. aciinomyceierncofnit&ns}. 

* Characterized by rapid alveolar bone toss. 


DIFFERENTIAL DIAGNOSIS 

■ Because of its disli derive location and radiographic 
features, localised aggressive penodontilis is infrequently 
confused wilh othci periapical jadiolucsfft lesions, 

TREATMENT RECOMMENDATIONS 

« Surgical iiierepy. 

* Systemic antibiotic therapy, 

* Antibacterial mouth rinses. 


TYPICAL RADIOGRAPHIC FEATURES 

■ Alveola r bone Foss localized to the fi rs t molar and i ncisor 
leelh. 


FOLLOW-UP 

* Close folio w-up is essential. 



CLINICAL SIGNIFICANCE 

Maybe associated with systemic manifestations of immu- 
re dysFunction, 



Alveolar Fasa around the lirsl mandibular molar taeihlna 
1 2-ycar-cld Female with localized aggressive porFodantltls. 


AIveOIji bOftfr loss areund iht maxid-ary central incisor tootlii in a 
12 -yeBr-cld temafe with localized aggressive peiiadftrtliltt. 


OTHER USEFUL CLINICAL INFORMATION 

* Typically exhibits a familial pattern, 

* Usually develops before the age of 13 years. 

* Minimal gmg&val inflammation. 


m 
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PERICORONAL RADIQLUCENT LESIONS 


GENERAL PRINCIPLES 

■ 

* Lesions Shat appear as radiolucencies around (tie crown of an unempled taoih are either develops an! 
Cysts Or neoplasms that grig male from tOOlh-fOrming epithekum. 

■ Some pericoronai lesions are initially radfolucenl Out evenluaily become radiopaque (ihesc lesions ate 
also included I n ihe section on pericoronal radiopaque lesions). 

* The most common pericoronaS radioluceni lesions are dentigerous cysts, 

* Pencoronar lesions develop most otlen around unerupted mandibular third malar teeth. 

■ Pencorona! raciol-jcent lesions commonly displace the unempred tooth around which they develop. 


LIST OF DISEASES 


COMMON DISEASES 


QenligefOUS Cy&t . ... 

Odontogenic Keratocyst 

Ameloblastoma., . , . .. 

Ameloblastic Fibroma 


. d . . fa 
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UNCOMMON DISEASES 

Adenomatoid Odonlogenic Tumor . . , , . , . , . . 

Calcifying Odontogenic Cyst , 

Calcifying Epithelial Odontogenic Tumor 


34 
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PemCOROML ftADlOLUCENT LESIONS 


DENTIGEROUS CYST 


SYNONYMS 

- Follicular cyst 


ETIOLOGY 

■ An odonlogenbc cyst that originates from (he reduced 
enamel epithelium oJ the dental follicle around Ihe crown 
of an unerupled tooth. 

■ Fluid accumulates m the space between ine crown of the 
tooth and the dental follicle producing an epithelial-lined 
cavity. 


TYPICAL RADIOGRAPHIC FEATURES 

' A circumscribed unilocular radiglucent lesion with corti- 
cated margins encircling the crown of an impacted tooth, 

■ The involved lootii may be displaced by the lesion. 



An early dentigerous- cyst fissociated with An uiiOrupted fflftndib' 
ular prem-olsir tooth. 


OTHER USEFUL CLINICAL INFORMATION 

* More common in young adults. 

■ Mandrbular third molars are me most commonly involved 
followed by mamillary third molars and cuspids, 

■ May be associated with conical expansion. 


DIFFERENTIAL DIAGNOSIS 

* Odontogenic keratocyat 
■ Ameloblastoma 

* Ameloblastic fibroma 

* Adenomatoid odontogenic lumor 

* Calcifying odontogenic cyst 

DIAGNOSTIC STEPS 

" Microscopic examination of the lesion is necessary to 
confirm the diagnosis. 



A dGfiligerous cyst associated with an unerupted mandibular 
third molar tooth. 


TREATMENT RECOMMENDATIONS 

► Surgical enucleation and extraction of the unerupied 
tooth J 

FOLLOW-UP 

Periodic re-evaluation. 

CLINICAL SIGNIFICANCE 

* The epithelial lining al a dentigerous cyst may rarely give 
rise loan odontogenic heratocyst, ameloblastoma, muco- 
epidermoid carcinoma, or sauamous cell carcinoma. 
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PERlCORQttAL RADIQLUCENI LESIONS 


ODONTOGENIC KERATOCYST 


ETIOLOGY 

An Qconogenic cysl that typically dfigi nates from 
-r'Sr^iorne rwmanls of live denial lamina. 

* i; may also develop tom the lining ol a dentigerous cyst. 


TYPICAL RADIOGRAPHIC FEATURES 

a circumscribed unikKular or multocular radiolucenl 
lesion with cofticaSed margins. 

The lesion develops most often around an unerupled 
mandibular molar, 

It commonly displaces the unerupled tooth around whctl 
it develops. 



An odontogenic keratocyst associated wAh an uncrupicd 
mandibu^nr pnGmolar tooth, 


OTHER SIGNIFICANT CLINICAL INFORMATION 

* More common in adults. 

- Often causes cortical expansion. 

DIFFERENTIAL DIAGNOSIS 

- De-tigeroua cyst 

* Ameroblastoma 
Amaroblastic fibroma 

* Adenomatoid odontogenic lumor 

* Calcifying odontogenic cyst 


DIAGNOSTIC STEPS 

Microscopic examination of Ihe lesions is necessary to 
ecnlimi the diagnosis, 


Multiple odontogenic kt? rale cysts In £ patient With i 1 €-*-' 0 «d 
basftl cell taixtnofna syndrom*. 


TREATMENT RECOMMENDATIONS 

* Surgical enucleation is (he treaimeni of choice for smaller 
fesjpns. 

■ Mora extensive surgical resection is necessary for larger 
lesions. 


FOLLOW-UP 

Because of the recurreni pgtenhal o! the lesion,, close 
Mow- up is essenual. 


CLINICAL SIGNIFICANCE 

An odontogenic karatocyst behaves more like a benign 
neoplasm than a developmental cyst (more ihgn 30 % of 
the lasrons recur following surgical excision L 

■ Multipie odontogenic keratocysts are a leal tire of nevoid 
basal cell carcinoma syndrome (other components ot the 
syndrome indude bifid fibs and basal coil carcinomas). 
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AMELOBLASTOMA 


"7 

FE'RICORDNAL RADIOLUCENT LESIONS 


ETfOLOGY 

■ A benign odontogenic neoplasm that can develop from 
remnants of the dental lamma (rests ol Serresi. Nertwigs 
root sheath (rests gt Mafassez}, reduced enamel epitti#- 
Mum lining the dental follicle. Or basal cell* of surface 
epithelium^ 

Pencor final lesions arise from reduced enamel epithelium 
that lines the dental follicle around an uneropted tooth. 


TYPICAL RADIOGRAPHIC FEATURES 

- A circumscribed unilocular or muliilacuiaf radiolucent 
lesion WTlh a corticated margin, 

* The lesson may exhibit a soap-bubble appearance. 

* Develops most oUen around the crown of an unerupted 
mandibular Ibird molar tooth. 

* Commonly displaces the tooth interiorly. 
p Often extends into the ramus 

■ May cause resorption ot the roots of adjacent leeth 



A mulUlgcutar ameloblastoma sssociated wilh an unerupted 
ma nd ibui ir third molar topih. The Jag Ion caused erosion ot 
the ffiols fil adjatenl teeth, 


* Ameloblastic Fibroma 

* Adenomatoid odontogenic tumpr 

* Calcifying odontogenic cyst 

DIAGNOSTIC STEPS 

Microscopic examination fit I he lesion IS necessary to 
confirm ihe diagnosis. 




A unilocular gmaiobilasE&mii associated with An unttrupSod 
mandibular Ihrrd rr»lsr te»th. Hit Ifrfclfin caused erosion of 
the roots- Of adjacenl taeth. 

TREATMENT RECOMMENDATIONS 

Wide surgical reseciion 1$ the treatment or clioce. 

FOLLOW -UP 

■ Because ol the recurren! potential pF the lesion, dose 
folfOW-Up is essential. 


OTHER USEFUL CLINICAL information 

T More common in young and middte-aged adults. 

* CommonFy causes cortical expansion. 

DIFFERENTIAL DIAGNOSIS 

* Dentigerous cysl 

■ Odontogenic Keralocysl 


CLINICAL SIGNIFICANCE 

■ These lesions are locally aggressive and have a hfcgh rate 
of recurrence. 

* Amalpblasiofnas occasionally metastasize. 

* Unieyslic ameloblastoma is a vflriani □! this neoplasm 
trial typfoalFy appears as n cneurnscrfoed unilocular radio- 
luceni lesion around an unerupted mandibular third molar 
looih. In some cases, unicystrc a metqbla stomas are less 
aggressive and can be successfully treated with surgical 
enucleation. 
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AMELOBLASTIC FIBROMA 


PERICOHONAL RADIOLUCEKT LESIONS 


ETIOLOGY 

* A benign neoplasm of tooth-forming epithelium 

the ben stage of normal tooth development. 


DIAGNOSTIC STEPS 

■ Microscopic examination of the lesion is necessary to 
conlirm i he diagnosis 


TYPICAL RADIOGRAPHIC FEATURES 

- A circumscribed uniFOCuJar Or mullifocular radtptucent 
lesion ml h Corticated margins, 

* More than 90% develop around Ihe crown of an 
unempied icoth. usually a mandibular molar. 



An am&IO&lastlc libmmij iis^Dcmled w Ifi an unerupteri 
mandibular first molar rwth. 



An a mo I g plastic fibroma associated wjifo an unempEeri 
mandibular premclar loom. 


TREATMENT RECOMMENDATIONS 

* Surgical enucleation With extracbon OF Ihe unerupled 
tooth is the ireaiment of choics. 


FOLLOW-UP 


OTHER USEFUL CLINICAL INFORMATION 

- More common in children 

- Occasionally assorted with cortical expansion. 


* Periodic re-evaluation. 


CLINICAL SlGNIFFCANCE 


DIFFERENTIAL DIAGNOSIS 

* Dentigerous cyst 

* Odontogenic kemtocyst 

* Ameloblastoma 

■ Acenomgtoid odontogenic tumor 

* CasCifyjng odontogenic cysl 


Ibis neoplasm is much less NkeFy to recur than an amelo- 
blastoma. 

There is a rare unalignani counterpart of this lesion called 
an ameloblastic fibrosarcoma. 
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PlftlCOAO UAL RAPtOLUCSNT LESIONS 


ADENOMATOID ODONTOGENIC TUMOR 


SYNONYMS 


AmeJoblas-lic tibroma 


Odontogenic adenomatoid tumor 


Calcifying odontogenic tysl 


ETIOLOGY 


01 AGNOSTIC STEPS 


' A benign neaoJasm ol tooth-forming epithelium, 

■ Resembles the early bell stage oi normal tooth develop" 
mens. 


TYPICAL RADIOGRAPHIC FEATURES 

■ A circumscnbed unilocular radio ucent lesion with corti- 
cated margins. 

fc 

* Commonly associated with the crown of an unerupled 
maxillary anterior tooth (usualty a cusptd}. 



An Adenemat^rcfi pdcn Eugenic t^mor associated with an 
uneruplCKl maxillary cuspid tooth., 


* Microscope examination of the lesion is necessary to 
confirm the diagnosis 



An adenomatoid odontogenic tumor associated with an 
uncrvpted mandibular cuspid booth. 


TREATMENT RECOMMENDATIONS 

■ Surgical curettage 


FOLLOW-UP 

* Periodic re-evaiualaon 


OTHER USEFUL CLINICAL INFORMATION 

■ More common in children, 

■ May be associated wrth cortical expansion, 

DIFFERENTIAL DIAGNOSIS 

* Dentigerous cysl 

* Odontogenic keraiocyst 

* Ameloblastoma 


CLINICAL SIGNIFICANCE 

* An adenomatoid odontogenic iumor may confused 
microscopically with the more aggressive ameloblas- 
toma. 

* An accurate diagnosis is essential because an adenoma- 
toid odontogenic lumor requires only conservative 
surgical therapy and rarely recurs, 

■ An adenomaload odontogenic tumor is initially radios 
coni, bul focaJ or diffuse calcifications can eventually 
develop within the tumor causing a mixed racfioluwnt- 
radiopaque appearance. 
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FERICORQNAL RADIOUJCENT LES-lONS 


CALCIFYING ODONTOGENIC CYST 


SYNONYMS 

* Goriirt cyst 

ETIOLOGY 

■ A developmental cyst thal arises from tooth- forming 
epithelium, 

' Fericoronal lesions develop 1 rom reduced enamel epit he- 
lium of the dental follicle, 

TYPICAL RADIOGRAPHIC FEATURES 

F A circumscribed unilocular or muJiiloculaf radioluceni 
lesion. 

■ Meal often associated with an unerupted cuspid, 

* May cause erosion of the roots of adjacent teeth. 



A caJciiying odontogenic cys t associated with an gmnupled 
mpscillary cuspid tooth. The leaian c*u*frd uroskin o( the reels 
of adjannl t«lh r 


OTHER USEFUL CLINICAL INFORMATION 

■ More common in young adults. 

* May he associated with cortical expansion. 

DIFFERENTIAL DIAGNOSIS 

* Dentigerous cyst 

* Odontogenic keratocysl 

* Ameloblastoma. 

p Ameloblastic fibroma 

“ Adenomatoid odontogenic tomor 

DIAGNOSTIC STEPS 

Microscopic examination of the lesion is necessary to 
confirm the diagnosis, 

TREATMENT RECOMMENDATIONS 

* Surgical enucleation 

FOLLOW-UP 

■ P&nodic revaluation. 

CLINICAL SIGNIFICANCE 

“ A oafcifying odontogenic cyst is initially a radiolucsm 
lesion, but eventually, calcilicalions can develop within 
the cyst wall producing a maxed rackolucen E-radiopaque 
appearance. 

* A calcifying odontogenic cyst may occasions :|y occur in 
association -with odontomas, adenomatoid odontogenic 
tumors, and ameloblastomas. 
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PERICQRONAL RADIOLUCENT LESIONS 


CALCIFYING EPITHELIAL 

SYNONYMS 

* Findborg luTTior 

ETIOLOGY 

A benign neoplasm that arises from l be reduced enamel 
epiihelium that lines the dental follicle or from remnsMs of 
the dental famine (reals ol Seires). 

TYPICAL RADIOGRAPHIC FEATURES 

* A unilocular or multilocutar rsdioluceni lesion- with II- 
defined; margins. 

■ Commonly associated with Ihe crown of an unerupied 
mandibular molar, 



A calefying eplltitlial odonlogoni-c tumor associated with an 
unerupted second molar loolh. 

OTHER USEFUL CLINICAL INFORMATION 

■ More common in aduEts. 

* Cortical expansion may be presenl, 


ODONTOGENIC TUMOR 

DIFFERENTIAL DIAGNOSIS 

* Dentigerous cyst 

- Odontogenic keratocyst 

* Ametoblastoma 

* Ameloblastic fibroma 

* Adenomatoid odonlogenic lumor 

■ Calcifying odontogenic cyst 

diagnostic steps 

* Mreroscopic examination of the lesion is necessary to 
confirm the diagnosis 

TREATMENT RECOMMENDATIONS 

' Suigical reseelion Is the veaunent or choice. 

FOLLOW-UP re 

* Because this n eoplasm can exhibit multiple recurrences, 
close follow-up is advisable. 

CUNICAL SIGNIFICANCE 

■ A calcifying epithelial odontogenic tumor is initially radios 
KucaftL but eventually, calctflcaUon& develop wiihm the 
lumor causing a mixed radiolucent-radiopaQue appear- 
a nee. 
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INTER-RADICULAR RADIOLUCENT LESIONS 


GENERAL PRINCIPLES 

* Lesions lhat appear as radiotucencres in the aSveolar ix>n& between adjacent tooth roots can represent 
mllammatary processes, developmental cysts or neoplasms of odontogenic origin. 


■ Some inter-radicular Seasons afe i rurally radioluCenL bul eventually become radiopaque tthese lesions 
are also included in the section on inter-radicular radiopaque lesions). 


■ The most common inter- radicular radialuoent leSians are of ^lHammalOTy Ongin. 


■ Intenradicular lesions commonly displace or erode tooth roots. 


LIST OF DISEASES 


COMMON DISEASES 


^SSl^yflll CySt i* i ■ i !. ■bp’" bb r ., r. b. ■ , b 

Lateral ly-DrspSaced Periapical Abscess / Granuloma t Cyst 
Lateral Poriodonial Cy$t ... 


tK >■ 


se 


i a ■ i i ■ i r t r i i r r i ■ ■ i i i r i ■ i 
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Odontogenic Keratocyst 
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AmelobSasLoma 
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UNCOMMON DISEASES 


ConlraE Gianl Cell Gfafiu^oma . .. .. 43 

Calcifying Odontogenic Cyst 44 

Calcifysng Epithelial Odontogenic T urflor . . 45 

Nasopalatine Due! Cyst „,... .. 46 

Osteoporotic Bone Marrow Defect .. . .... ,.47 
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HADIOUJCENT L£StOM& WITH IHHE& ULAR MARGINS; 

OSTEOMYELITIS 


SYNONYMS 

■ Acute osteomyelitis 


etiology 


A d C&imctive inflammatory process within bone most 
alien caused by bacterial inlections [staphylococci and 
suectococci are me usual causative organisms). 


Often represents (Jirecl extension el an untreated periap- 
ical abscess into alveolar bgne at Ihe root apex. 


differential diagnosis 

. Bisphosphonate-retated osteonecrosis of me |3*s 
, primary intraosseous carcinoma 

* Metastatic malignant neoplasms 

* Osteogenic sarcoma 


diagnostic steps 

* Microscopic examination ol the lesion is necessary to 
conlirm the diagnosis. 


TYPICAL RADlOGHAPHiC FEATURES 

* A mom-eaten radialucent lesion with irregular margins. 

* More common in the posterior mandible. 

- Fragments ol necrotic bone (sequestra) may be visible 
witfiin the radiolucent 

* May perforate Iha cortex causing a pathologic fractore. 



Acute osionmytlihs in mnncfibla foltowing tooth extraction. 



aasassfisssmsSaF 




TREATMENT RECOMMENDATIONS 

* Systemic antibiotic therapy 
■ Surgical debridement ol me necrotic bone 


OTHER USEFUL CLINICAL INFORMATION 

More cCHTtmgn in atiulis- 

. May be associated with local discomlon or paresthesia of 

the lower lip. 

■ Commonly associated with fever and malaise. 


CLINICAL SIGNIFICANCE 

. Bone that has been irradiated is especially susceptible to 
acuie osteomyeiiiSjs tosteoradioneciosis). 



INTER-HA DIG ULAR RADIOLUCENT LESIONS 


LATERALLY-DISPLACED PERIAPICAL 
ABSCESS / GRANULOMA / CYST 


ETIOLOGY DIAGNOSTIC STEPS 

• A Periapical abscess, granuloma, or cysi thai is displaced 
fareraiiy because it Is associated with Ihe opening ol a 
karterat canal, raiher than the apical canal. 


TYPICAL RADIOGRAPHIC FEATURES 

+ A circumscribed radiolucenl lesion displaced SateralSy 
along lh# tooth rool. 

* The tqqiE may show deep caries, a large restoration, or 

evidence of previous endodonlic therapy . TH E ATM ENT REC 0 M M E N D ATIO N S 

Endodonlsc therapy if Ihe toOlh is reslorable. 
* Extraction if me tooth is nol restorable. 


FOLLOW UP 

■ Periodic re-evaluation. 


CLINICAL SIGNIFICANCE 

* If unseated. ialeraliy-dispEaced peh3p<caJ abscess can 
develop mco osteomyelitis, septicemia. Ludwig's angina, 
o f cavernous sinus thrombosis. 

* If untreated, late rally-displaced periapical granuloma can 
undergo acute exacerbation id form an abscess. 

1 in rare instances, SQuamous cell carcinoma coutd arise 
from the epitheli&Hmingof a iaterairy-drspEated periapical 
cyst. 



A lateral ly-drSplacfrtf periapical (radicular; Cy£l. 


Percuss the tooth (H the lesion is an abscess, (he loom 
will be sensitive to percussion; if it is a granuloma / cyst, 
the tooth wilt not be sensitive to percussion). 

Test the vitality of the pulp (it should be nonvital). 

Microscopic examination of the lesion Is necessary to 
confirm the diagnosis. 


OTHER USEFUL CLINICAL INFORMATION 

* The looth will be nonvitai. 

* The toolh may (abscess) or may not (granuloma cysl) 
be sensitive to percussion. 


DIFFERENTIAL DIAGNOSIS 

■ Residual cyst 

- Lateral periodontal cyst 

♦ Ode-nicker ic keralocyst 

- Ameloblastoma 


29 


I MTErt-fSADICU LAR RADIQLUCEwT LE$lOU$ 


LATERAL PERIODONTAL CYST 


ETIOLOGY 


DIFFERENTIAL DIAGNOSIS 


* A developmental cyst that arises Irom remnants of the 
dental lamina (reals ol Semes), 


TYPICAL RADIOGRAPHIC FEATURES 

■ A small circumscribed radioluoenS lesion with corticated 
margins between the rods o! adjacent teeth. 

* Way cause divergence ot adjacent loath roots. 


■ Residual cyst 

* Laterally- displaced periapical abscess / granuloma / cyst 
- Odontogenic keratocysl 

■ Ameloblastoma 


DIAGNOSTIC STEPS 


Microscopic examination ot the Fesion i& necessary to 



TREATMENT RECOMMENDATIONS 


A lateral perigdorUfll cys( In the Anterior manEfifalEL 

* Surreal enucleation 


OTHER USEFUL CLINICAL INFORMATION 

* Wlore common In adults. 

* Occurs most often between the mandibular premoFars 
and between the mafriza ry lateral incisor and cuspid. 


FOLLOW-UP 

■ Periodic re-evaluation. 


CLINICAL SIGNIFICANCE 

• Gingival cyst of the adult is the soft tissue counterpart cl 
(he Faterai periodontal cyst, 
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IWf £ R-ft ADICULAR RAOlOiUCEHT LESIONS 


ODONTOGENIC KERATOCYST 


ETIOLOGY 

-n -suortogenic cyst that commonly devsfops from ebro- 
.,^z 'rTTinafis ol me dental lamina (rests ol Serres). 


TYPICAL RADIOGRAPHIC FEATURES 

- circumscribed unilocular radiolucent lesion with corti- 
i^ated margins. 

■ Way cause divergence of adjacent loolti roots. 



Art D-donlogertie hrtraiocyst In the mandible. The lesion caused 
divergence ei the reels of adjacent teeth. 

OTHER USEFUL CLINICAL INFORMATION 

- More common in adults. 

■ Often causes camcaJ expansion. 

DIFFERENTIAL DIAGNOSIS 

+ Hes>duaF cyst 

LateraUy-dispiaced periapical abscess granuloma / cy&l 

* Laleras pertodontal cysl 

* Odontogenic keratocyst 

* A^siowastoma 


DIAGNOSTIC STEPS 

- Microscope examination of the lesion is necessary to 
confirm ihe diagnosis. 



An odoniogEritc keratocysi hi I he fnandiWe, The teeton caused 
divft rgen:e of the roots of fldjsceel leeiti. 


TREATMENT RECOMMENDATIONS 

■ Surgical enudeairon is me trcatmeni of choice for smaller 
lesions, 

- More eodtensiva surgical resection is necessary far larger 
lesions. 


FOLLOW-UP 

Because ol the recurrent potential of ihe lesion, dose 
tallow-up is essential. 


CLINICAL SIGNIFICANCE 

* Odontogenic keratocyst behavss more like a neoplasm 
than a development i cyst (more man 30 % of the lesions 
recur tallowing surgical exciislon), 

Multiple odontogenic keratoaysts are lestures of nevoid 
basalt cell, carcinoma syndrome (other components of the 
syndrome include bifid ribs and Casa! celt carcinomas). 


http ://dent a Ibooks-drbossa m .blog s pot. com 
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INTER- RADICULAR RAUlOl UCfcNT LESIONS 


AMELOBLASTOMA 


ETIOLOGY 

■ A benign odontogenic neoplasm that can develop Irom 
remnants ol the dental lamina (rests or Senes), Hen^ig's 
roos shoal h (rests ol passes), reduced enamel epithe- 
lium lining me dental lollitie. or basal calls of surface 
epithelium, 

- Inter-radicular lesions arise from remnants of Ihe denial 
lamina (tests ol Senes). 


DIFFERENTIAL DIAGNOSIS 

- R&ssduai cyst 

* Laterally-displaced penapLCsl abscess i granuloma f cyst 

* Lateral percodonial cyst 
■ Odontogenic keralocy&l 


DJAGNOSTIC STEPS 

TYPICAL RADIOGRAPHIC FEATURES . Microscopic exampnatron ol the l&sfon is necessary to 

confirm the diagnosis 

• A circumscribed unilocular or mjllulocular radiolucent 
Jesion with corticated margins* 

Trie lesion may exhibit a soap- bubble appearance f 


1 May cause resorption cf the roots of adjacent teeth. 



* Wide Surgical excision IS the treatment of choice. 

A unilocular amelaUlEstomH in the poslerior mandibPtS. 


OTHER USEFUL CLINICAL INFORMATION 

r More common in young and middle-aged adults. 
* Commonly causes cortical expansion 


FOLLOW-UP 

* Because of ihe recurrent potential ol the lesion, dose 
follow- up is essential, 


CLINICAL SIGNIFICANCE 

■ These towns are locally aggressive and have a high rale 
of recurrence. 


1 Ameloblastomas occasion ally metastasize. 


!NT£ R-.R AEJICUL Aft fifiOlOLUCF NT LESIONS- 


CENTRAL GIANT CELL GRANULOMA 


SYNONYMS 

‘ Central gam cell lesion 
■ Censral giant celP Tumor 


* More common in females. 

■ The teeth adjacent io lie lesion pup asymptornaitc and 
vital. 

* There may be cortical expansion. 


etiology 

1 A reaarve granulomatous proliferation containing multi- 
nucleaied giant cells {generally thought 10 be osteo- 

cfasts), 

May represent a reparative response to rnffammalion 
within the bone, 


TYPICAL RADIOGRAPHIC FEATURES 

A ^locular or multilocular radioluceni lesion with circum- 
scribed or mdislmct margins. 

* Commonly located in She anterior mandible. 

* Can cross Ida midline. 

May cause resorpl^ fl of adjacent tooth roots. 




OTHER USEFUL CLINICAL INFORMATION 

s More common in young adults. 


DIFFERENTIAL DIAGNOSIS 

* Residual cyst 

1 Lateral periapical abscess / granuloma f cyst 

* Lateral ceriodonial cyst 
■ Odontogenic keratocyst 

* Ameloblastoma 


DIAGNOSTIC STEPS 

* Percuss the teeth (they should noi be painful to percus- 
sion), 

■ Test the vitality of the teeth (they should lesi vrtal). 

Microscopic examination of the lesion is necessary to 
confirm the diagnosis. 


TREATMENT RECOMMENDATIONS 

s Curettage is the treatmenl of choice lor smaller lesions. 
Surgical excision may be necessary for larger lesions. 

* I ritralesic rial codicoster ord infections have- been pre posed 
as an alternative to surgical therapy. 

FOLLOW-UP 

* Periodic re-evaiualion. 


CUNfCAL SIGNIFICANCE 

■ May be associated with aneurysmal bone cyst. 

■ May occasionally behave in a more aggressive fashion 
[central giant cell tumor), 

Microscopically identical to Ifre "brown tumor" of hyper- 
parothyroidssm. 
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inter-radicular RflPFPLUCEHT LESIONS 


CALCIFYING ODONTOGENIC CYST 


SYNONYMS 

* Gorlin cyst 


ETIOLOGY 

' A developmental cyst that arises from tool h- forming 
epithelium. 

‘ Inter-radicular lesions develop from remnants ol the 
dental lamina (nests of Senes). 


TYPICAL RAOrOGRAPHIC FEATURES 

A circumscribed unilocular or mu Hi locular radroluMnt 
lesion. 

‘ May cause erosion of adjacent loom roots . 



A calcifying oOontOgBnie cyst in the posterior mandible. The 
esion caused divergence and erosion of the roots ol adjacent 


OTHER USEFUL CLINICAL INFORMATION 

T More common in young adults. 

’ May ^ associated with cortical expansion, 

differential diagnosis 

■ Residual cyst 

1 Lateraly-dispiaced periapical abscess / grenuJoma / cyst 
* LaieraJ periodontal cysl 

■ Odontogenic k&ratocyst 
¥ Ameloblastprna 

DIAGNOSTIC STEPS 

Microscopic examination of ihe iesian is neces-saiy to 
confirm diagnosis. 

FOLLOW-UP 

■ Periodic ne-e valuation. 

CLINICAL SIGNIFICANCE 

■ A catering odontogenic cy&t is initially a racftofucent 
losion, but eventually, calciffcaitons can develop within 
the cyst wall producing a mixed radrolucem-ra-diopaque 
appearance, 

A calcifying odontogenic cyst may occasionally Occur m 
association with odontomas, adenomatoid odontogeny 
tumor, and ameloblastoma. 


IHTER-RAOICULAfl PAOlOLUCEHT LESIONS 


CALCIFYING EPITHELIAL ODONTOGENIC TUMOR 


SYNONYMS 

* Pindtwg. tumor 

ETIOLOGY 

- A berugn neoplasm thai arises f rom remnants of the 
dental ramina (rests of Senes). 

TYPICAL RADIOGRAPHIC FEATURES 

A jm locular or muitiloculac TadioSucent lesion with ill- 
defmed margins. 



A cftEcIfylftg Cpithelinl odontogenic tumor in the posterior 
mandiblt- 


other useful clinical information 

' More common in adults. 

* Cortical expansion may be present. 


DIFFERENTIAL DIAGNOSIS 

* Residual cyst 

* Lateral ly-displaced periapical abscess / granuloma / cyst 

* Lateral periodontal cyst 
Odontogenic ke-ra tocysT 

* AmePeblasiorria 

DIAGNOSTIC STEPS 

- Microscopic examination of the lesion is necessary lo 
confirm me diagnosis. 

TREATMENT RECOMMENDATIONS 

‘ Surgical resection is the treatment of choice. 

FOLLOW-UP 

Because this neoplasm can exh bit mulirple recurrences, 
close follow -up is advisable, 

CLlNtCAL SIGNIFICANCE 

- A calcifying epithelial odontogenic tumor i$ initially radio- 
lucent, but evenlualfy. calciflcaiions develop v^ilhin the 
lumor causing a mixed radio! uceni-radropaque appear- 
ance. 
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I NTEfr-Hfl DiCUL A R RAOlOLUCEhlT LESIONS 


SYNONYMS 

* Incisive canal cyst 


ETIOLOGY 


NASOPALATINE DUCT CYST 

OTHER USEFUL CLINICAL INFORMATION 

' The maxillary ce ntral incisors are asymptomatic and vital. 
* May be associated with swelling of itie incisive papillae. 


A developmental cyst Hist arises from embryologic 
remnants of the Nasopalatine duet 

TYPICAL RADIOGRAPHIC FEATURES 


DIFFERENTIAL DIAGNOSIS 

Because oi Its distinctive local ion and radiographic 
leaiores. Nasopalatine duct cyst is infrequently confused 
with olher inje-nr^dicul^f lesions. 


A circumscnbed rad^lucen? oval -shaped les?on 

Located in Iho mibline of (he ansenor maxilla at (he site of 
ino incisive toram-en, 

May cause erosion of ihe adjacent tooth foot. 



A nasopalatine duel cyst in Hit ant&rJor maxilla. 


DIAGNOSTIC STEPS 

- Nd diagnosis Stops other than recognition ol typical radi- 
ographic features. 

Mieroscopic examination of the lesion is necessary lo 
confirm the diagnosis. 

TREATMENT RECOMMENDATIONS 

* Surgical excision 

FOLLOW-UP 

* Periodic re-evaluation, 

CLINICAL SIGNIFICANCE 

■ This lesion can also present as a periapical radk>Jucancy, 
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INTER- RADICULAR RAD3QLUCENT LESIONS 


OSTEOPOROTIC BONE MARROW DEFECT 


SYNONYMS 

* Focal osteoporotic marrow defeci 
ETIOLOGY 

A focal accumulation of hematopoietic marrow that 
develops at the site of previous tooth extraction. 

TYPICAL RADIOGRAPHIC FEATURES 

- An ii- -defined radiolucent lesion at the site of previous 
tooth enaction. 



An osleoporotlc ton& rtiarmw defect in the fnandiUI*. 


OTHER USEFUL CLINICAL INFORMATION 

More common in middle-aged adults. 

* More Common in females 

h More common in the mandibular molar area, 

DIFFERENTIAL DIAGNOSIS 

■ Residual; cyst 

1 Lateral l/'drspJaced penaprcal abscess / granuloma / cyst 

* Lateral periodontal cyst 

■ Odonlogenic keraiocysl 
- Ameloblastoma 

DIAGNOSTIC STEPS 

■ Microscopic examination of Ihe lesion is necessary to 
confirm the diagrrosia. 

TREATMENT RECOMMENDATIONS 

* Biop&y to confirm She diagnosis. 

* No further treatment necessary. 
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PEHIOPONTftL RADIOL UCEHT LE5IQHB __ 

CHRONIC PERIODONTITIS 


SYNONYMS 

- Chrome periodontal disease 

ETIOLOGY 

* Pathogenic bacteria in dental plaque 

Predisposing factors include inadequate oraH hygiene, 
aging, smoking, underlying systemic disease, and low 
socioeconomic status. 

TYPICAL RADIOGRAPHIC FEATURES 

' A radioluoent lesion with irregular margins 

Initially, the lesion may tie localized to the Done ot the 
alveolar crest, foul it can eventually progress to involve 
the entire supporting bone. 

* Ttie lesions can be localized to a single tooth or general- 
ized lo involve all the teeth in an arch. 



Chronic, periodontitis with loss ot supporting Jtiveoisr Done. 


OTHER USEFUL CLINICAL INFORMATION 

' Chronic periodontitis occurs with greatest frequency in 

adults. 

- Associated soil tissue changes include spelling, redness, 
and bteeding of the diseases gingiva. 

- The epithelial attachment will be lost and the depth of the 
gingival sulcus will increase ns the disease progresses 

■ Involved teeth exhibit accumulations of subgingival 
pJaque. 

- Involved teeth are commonly mobile. 

■ One or more periodontal abscesses may also be present. 

■ The lesions are usually not painful. 


differential diagnosis 

* Combined periodontic-endodontic lesions 

* Langertiarns cell disease 

Leukemia 

DIAGNOSTIC STEPS 

MiCrOSOOpk; es?a mi nation of the lesion is necessary to 
confirm the diagnosis 



Chronic porlodontitia in a pal lent with poorly controlled di abetes 
maliithifi. 

TREATMENT RECOMMENDATIONS 

^ Elimination oF predisposing factors, il possible 

Scaling, root planing curettage, or periodontal surgery 
may be indicated depending on I he extent of the lesions 

Procedures designed to regenerate alveolar bone or she 
epithelial attach men! may be beneficial. 

* Topical antibiotic therapy may aid in the resolution ol 
refractory cases 

FOLLOW-UP 

Because of the chrome nature of Ihe disease, dose long- 
term follow-up is essential. 

CLINICAL SIGNIFICANCE 

Refractory or rapidly progressive periodontal disease 
may indicate (he presence of a serious systemic disease 
such as diabetes meHilus, leukemia, or acquired immuno- 
defieency syndrome. 

* The presence of chronic periodontitis may increase tne 
riss? fox head disease, stroke, and diabetes unettilus^ 


So 
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PERIODONTAL RAD 10 LUC ENT LESIONS 


COMBINED PERIODONTIC-ENDODONTIC LESIONS 


ETIOLOGY 

Penodocrtal extension of pulpal infection usually through 
a lateral! canaL pi pulpal progression of a periodontal 
ofection usually through the apical foramen 


TYPICAL RADIOGRAPHIC FEATURES 

■ A raoio^ucenl lesion with irregular margins along one root 
surface or completely surrounding Ihe root 



A Combined! periQdOFike-tiPd Odontic os ion. Previous endodontic 
thorjpy had been unsuccessfuL 


OTHER USEFUL CLINICAL INFORMATION 

* Tne involved tooth will be nonvitaf, 

* The involved tooth may be sensitive to percussion. 


* The involved tooth may be mobile.. 

■ Periodontal probing will reveal loss ol the epithelial 
attachment, 

* Pus may drain from Ihe gingival sulcus. 

DIFFERENTIAL DIAGNOSIS 

+ Chronic periodontitis 

■ Langorhans cell disease 
Leukemia 

DIAGNOSTIC STEPS 

- Percuss the lootti [it may oe pairilul to percussion). 

* Tesl Ihe vitality ol Ihe pulp (It should be nonviral). 

■' Microscopic examination of the lesion is necessary to 
confirm the diagnosis. 

TREATMENT RECOMMENDATIONS 

* EndDdontic-pe-NOdonliC therapy if the looth is restorebte 
and there is adequate alveolar bone. 

* Extraction with cure huge of the lesion if ihe tooth is 
nontestorable. 

CLINICAL SIGNIFICANCE 

p IF untreated, a combined periodontic-endodontic lesion 
can develop into osteomyelitis, septicemia, Ludwig’s 
angina, or cavernous sinus thrombosis, 
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PERIODONTAL RAOIOLUCENT LESIONS 


LANGERHANS CELL DISEASE 


SYNONYMS 

* Histiocytosis X 
■ Eosinophilic granuloma 


ETfOLOGY 

■ A neopia&iic proliferation of tenge rhans cells (histio- 
cytes) 

■ The Disease can present in chronic focaL Chromic dissent 
inaied. and acute disseminated forms. 


TVPICAL RADIOGRAPHIC FEATURES 

■ A solitary punched-oul radiolucenl lesion completely 
surrounding the rooi of one ot mere leelh 

The involved teeth may appear to be floating in a radiolo- 
gent space 



Lanpfrh.m'-s dell disease {eosinophilic granuloma^ in the 
pOsleritjr mandible. The- teeth appeared la he floating m a fadiolti- 
CPnt ipisce-. 


OTHER USEFUL CLINICAL INFORMATION 

More common in children and young adults, 

■ Involved teeth are usually asymptomatic and vital. 

■ involved teeth are commonly mobile. 

DIFFERENTIAL DIAGNOSIS 

* Chronic penodcnlrtis 

■ Combined panodontic^ndodonlic lessons 

* Leukemia 

DIAGNOSTIC STEPS 

■ Percuss the teeih (ihey should not be painful to percus- 
sion). 

* Test the vitally oF the teem (they should less vital), 

* Microscopic examination of ihe resign i$ necessary lo 
donlirm the diagnosis, 

TREATMENT RECOMMENDATIONS 

- Surgical excision is the treatment of choice for localized 

* w ieatofK, 

■ Dtiemolherapy is necessary lor disseminated disease. 

FOLLOW-UP 

* Long-term follow-up is essential. 

CLINICAL SIGNIFICANCE 

* The acute disseminated form of the disease is often 

rapidly fatal. 


FERIODQMAL RftDtOLUCEMT IESIQNS 

LEUKEMIA 

OTHER USEFUL CLINICAL INFORMATION 


ETIOLOGY 

- rotas are malignant neoplasms Itial arise from 

.;e wood cell precursors in bore marrow. 

■ T^ay ars Irequenlly associated with chromosomal ahnor- 

majfties. 

Ley<er^ia$ can arise from granulocytic precursors (gran- 
aiocytic w myelogenous leukemia) or tram lymphocytic 
precursors (lymphocytic leukemia). 


typical radiographic features 

' A ^ad-olucent lesion with irregular margins abound one or 

more teeth. 

1 The involved teeth appear to he floating in a ladsolucent 

space. 



Alveolar bCrre Boss caused by chronic leu kg mis. The leelh 
appeared to b£ Healing in a radJotuCflfil Space. 


Acute leukemias are more common in chi Wren 

■ Chrome leukemias are more common in adults. 

* The involved teeth are often mobile. 

Qiher oral mucosal changes include ulcerations. gingival 
swelling, and petechial hemorrhages. 

■ Clinical signs and symptoms include fever, weight loss, 
anemia H and persistenl infections. 

DIFFERENTIAL DIAGNOSIS 

* Chronic periodontitis 

1 Combined periodontic-endodon1?c lesions 

* Langerhans cell disease 

DIAGNOSTIC STEPS 

* Microscopic examination of the lesmn is necessary to 
conNrm the diagnosis. 

TREATMENT RECOMMENDATIONS 

Multidrug chemotherapy 

* T otal tody rrrad ia tion followed by bone ma raw transplan- 
tation 

FOLLOW-UP 

Close long-term follow-up is essential 

CLINICAL SIGNIFICANCE 

' Acute leukemias are very aggiesswe and have 3 poor 
prognosis. 

Chronic leukemias are less aggressive and have a belter 
prognosis. 
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PEHKJDONTAL RADIOLltCENT LESIONS 


SCLERODERMA 


SYNONYMS 

* Systemic sclerosis 
+ Progressive systems sclerosis 

ETIOLOGY 

A chronic auioimmune disease which causes fibrosis of 
Ihe skin and: visceral organs (head, lungs, kidneys, and 
gaslromleslinal tract). 


TYPICAL RADIOGRAPHIC FEATURES 

■ Generalised widening Of the periodontal! membrane 
space 

Resorption ol she mandrbular ramus, condyle, and coro- 
noid process 



Widening Of {he per 10 denial membrane space. The patent had 
scleroderma. 


OTHER USEFUL CLINICAL INFORMATION 

* Moie common in middle-aged females. 

DIFFERENTIAL DIAGNOSIS 

Chronic periodontitis 

■ Combined periodoa tie-endodontic lesions 

■ Osteogen k: sarcoma 

DIAGNOSTIC STEPS 

■ Skin biopsy reveals deposits ol ace lulsr collagen <n the 
dermis, 

* The presence ol speciltc antinuclear antibodies can be 
cfemonslrated in the blood of patients with scleroderma. 


TREATMENT RECOMMENDATIONS 

* Treatment includes systemic corticosteiokis, penicilla- 
mine. azathippnne, and supportive therapy, 

FOLLOW-UP 

■ Long-term follow-up is esseniial. 

CLINICAL SIGNIFICANCE 

1 Often associated with other autoimmune diseases such 
as msumaioid arthritis, systemic lupus erythematosus, 
Sjogren’s syndrome. and CREST syndrome, 

- Because of cardiac, pulmonary, and renal involvement, 
the longterm prognosis is generally poor. 
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OSTEOGENIC SARCOMA 


PERIODONTAL RADlOLUCENT LESIONS 


SYNONYMS 

* Osteosarcoma 

ETIOLOGY 

* A malignant neoplasm of osteoblasts 

typical radiographic features 

■ Early lesjons can present as Irregular widening of the 
periodontal membrane space. 

* More common in Ihe posterior mandible. 



.Yidqiiing oi l He periodontal membrane space a round a mandib- 
ular 1 irs=.l molar loolh caysed by early osteogenic sare-Cma. 

OTHER USEFUL CLINICAL INFORMATION 

■ More common in adult males. 

May be associated with local cortical expansion. 


DIFFERENTIAL DIAGNOSIS 

* Chronic periodontia 

* Combined periodontic-endodontic lesions 

* Scleroderma 

DIAGNOSTIC STEPS 

* Microscopic examination of the resion i?s necessary to 
confirm the diagnosis. 

TREATMENT RECOMMENDATIONS 

* Surgical resection is the treatment ol choice. 

FOLLOW-UP 

1 Because of the aggressive nature of this malignancy, 
long-term follow- up is essential. 


CLINICAL SIGNIFICANCE 

■ The incidence ol osteogenic sarcoma is higher in individ- 
uals with Paget's disease ol bone. 

* The prognosis for osteogenic sarcoma of the Jaws ss 
better man for osteogenic sarcoma arising in long bones 
of the skeleton. 
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RADIOLUCENT LESIONS NOT ASSOCIATED WITH TEETH 


GENERAL PRINCIPLES 

* Hat3 Dluce ' nt lemons no! associated with teeth can represent inflammatory, dysplastic developmental or 
neoplastic processes 

* T-i-se tesions may develop in areas once occupied by teeth (extraction sites) or In parts of the bone 
separated from existing teeth. 

* Hadrolucern lesnins not associated wi|h teelh can be either unilocular or multi locular. 

* M ull 'locular rad.01 Licences not associated with teeth should be aspirated prior to surgical intervention to 
rule on! !h# possibility oi a central' vascular lesion. 

■ Some radiolucent lesions not associated with teeth are initially radiolucent, but eventually become 

rndiopaque t these lesions are also included in the section on radiopaque lesions not associated with 
teeth). 


LIST OF DISEASES 


COMMON DISEASES 


Residual Cyst 

“iQfid Cemenia -osseous Dysplasja 
Afneiobtetoma. ^ 

Odontagank; Keraioty s: 1 . . , . 
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UNCOMMON DISEASES 


Centre] Giant Cell Granuloma 
Aneurysmal Bone Cysi 
Cemenlo-assilying Fibroma 
St afne Bone Defect 
Langerhane Cell Disease 
Central Arteriovenous Malforma]<on , 


■ . > ■ Q£ 
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RADI OLUC ENT LE5N0NS NOT ASSOCIATED WITH TEETH 


RESIDUAL CYST 


SYNONYMS 


DIAGNOSTIC STEPS 


‘ Residual radicular cyst 


Microscopic examination of we lesion is necessary to 
confirm the diagnosis. 


ETIOLOGY 


A radicular [periapical) cyst that remains within me alve- 
ofar bone after the associated tooth has been removed. 



TYPICAL RADIOGRAPHIC FEATURES 


A circumscribed unNoculai r&diolucent lesron with cofli- 
cated margins in an edentulous space previously occu- 
pied by a tooth, 




A residual radicular cysi In ihst mandible. The? irston was discov- 
ered on s rooJtoe dental rBdi&gj&ph. 


TREATMENT RECOMMENDATIONS 



Surgical enucleation 


A residual radicular cysl in the maxilla. ThE legion was disccv* 
fifed Ort a routine dental radiograph. 


FOLLOW-UP 


OTHER USEFUL CLINICAL INFORMATION 

* More common in adults. 

* There will be a history of etfra etcor* of a symptomatic 
tooto in the edentulous area 

DIFFERENTIAL DIAGNOSIS 


* Periodic re-^alualion. 

CLINICAL SIGNIFICANCE 

' I 11 rare insiances, squamous celt carcinoma could anse 

from the epithelial lining of a residual cyst 


Cemenlo-osseous dysplasia 
* Ameloblastoma 

Odontogenic Kefalacyst 
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RWOLUCEriT LESIONS HQT ASSOCIATE Q WITH TEETH 

FLORID CEMENTO-OSSEOUS DYSPLASIA 


SYNONYMS 

* Cementoosseous dyspasia 

ETIOLOGY 

* A reactive proliferation in response to unknown factors. 

TYPICAL RADIOGRAPHIC FEATURES 

™ Mullipto. circumscribed radioiucerifCres in erne or more 
quadrants 

- More common in Ihe posterior mandible. 



Florid CUmcnEo-OSseouS cfysplasin in IhB mandible. Radiopaque 
lesions or florid CP! 5 it?mG -osseous d'ysplesia wara also present. 


OTHER USEFUL CLINICAL INFORMATION 

1 Wore common in middle -aged Alrican- American females. 

■ The <e£*OP£ are often discovered on routine dental radio- 
graphs. 

■ They are usually asymptomatic, but may occasionally be 
associated with low-grade chronic discomfort 


DIFFERENTIAL DIAGNOSIS 

■ Residual cyst 

* AmeiobFasloma 

* Odontogenic ^eratocyat 

DIAGNOSTIC STEPS 

Microscopic examination of the Fes ion necessary to 

conlTm the diagnosis 

TREATMENT RECOMMENDATIONS 

■ No treatment necessary unless secondarily infected. 

* Lesions which become secondarily infected are tinted 
with surgical debriderrcenl and systemic antibiotics 


FOLLOW-UP 



CLINICAL SIGNIFICANCE 


* With Itme, calcified material (bone and cemenium) wilt be 
deposited within the les/Ons and Ihey will appear radio- 
peque. 

* May be associated with pe nap can cemento-oeseous 
dysplasia, 

< The use ol the term dysplasia does no! mean ihat these 
lesions are premalignan.t. 




RAOIOLUCEHT LESIONS W1 ASSOCIATED WITH TEETH 


AMELOBLASTOMA 


ETIOLOGY 

* A benign odontogenic neoplasm- that can develop from 
remnants of the dental lamina (rests of Serres), Hertwig's 
root sheets {rests of MalassezK reduced enamel spHhe- 
lium lining the dental follicle, or Dasafc cells of surface 
epithelium. 


TYPICAL RADIOGRAPHIC FEATURES 

• A circumscribed unilocular or multilocular radiolucent 
lesion wlh corticated margins 

■ The lesion may exhibit a soap’bubble appearance. 



A unilotular ameloblastoma in Hie posterior mandible. The (hind 
molar tmth hart be*n previously extracted. 


DIFFERENTIAL DIAGNOSIS 

* Residual cyst 

* Cemento i oss&ou& dysphasia 
Odontogenic keratocy&t 

■ Central gjanl cell granuloma 

■ Central arteriovenous malformation 


DIAGNOSTIC STEPS 

- Multilocular lesronLS should be aspirated prior 10 surgery 
to rule out the possibility of a vascular lesion. 

* Macroscopic examination of the lesion is necessary to 
confirm the diagnosis. 



A multi lOCUl^r amEJOblastomd in th-c posterior mandible, Teeth in 

sue area had been csi r-:« c Led many years -'igo 

TREATMENT RECOMMENDATIONS 

* Wide surgical excision is ihe treatment ot choice. 

FOLLOW-UP 

* Because of the recurrent potential of this lesion, close 
follow-up is essential. 

CLINICAL SIGNIFICANCE 

* These lesions ate locally aggressive and have $ high rate 
of recurrence. 

■ Ameiobiasiomas occasionalFy motaslasize. 
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ftADJQ LUCENT LESIONS HOT ASSOCIATED WITH TEETH 


ODONTOGENIC KERATOCYST 


ETIOLOGY 

1 . ; : r.rogenic cyst thai develops from remnants of the 
:4-\-_ lamina (rest of Sorres) 


DIAGNOSTIC STEPS 

1 Microscopic examioaEiori of the lesion is necessary to 
eonfarm the deagnosis 


TOPICAL RADIOGRAPHIC FEATURES 

- unilocular or multilocelar radcolucert 

rSW -xifo corticated margins 



An odonlageniq kerstocysl in (he mandible. The lesion caused 
djcpansidn of the cortetc. 


Li odonlogenic MfalotystSn Ihe posierlQP mandible. This lesion 
‘ 3d rtCumed atler surgical ermdlEatinn. 


OTHER USEFUL CLINICAL INFORMATION 


TREATMENT RECOMMENDATIONS 


Surgical enucleation ig foe (realm en| of choice for smaller 
lesiqns. 

More extensive surgical resection is necessary lor larger 
lesions. 


* '-ore common In adults. 

* Qtien causes cortical expansion. 

DIFFERENTIAL DIAGNOSIS 

■ Residual cyst 

CementcHsassous dysplasia. 

* Ameloblastoma 

* Cenlral 31am cell granuloma 
Central arteriovenous malformation 


FOLLOW-UP 

■ Because of the recurrent potential ot Uiis lesion. close 
follow-up is essential, 


CLINICAL SIGNIFICANCE 

Odoniogenic keratocysl behaves more like an aggressive 
benign neoplasm than a developmental cyst (more than 
30% ol ihe lesions recur following! surgical* excision), 

■ Meltipre odontogenic kerafocysts are a fealure ol nevotd 
basal cell carcinoma syndrome (other components of foe 
syndrome include bifid ribs and basal celJ carcinomas). 


RAOtOLUCENT LESHQNS NOT ASSOCIATED 1 WITH f ££TH 


ANEURYSMAL BONE CYST 


ETIOLOGY 

A react .ve process Ifiat may represent a variant ol central 
Q;&ni call granuloma. 

* Ngf a true cyst (does noi have an epiihejial lining). 

TYPICAL RADIOGRAPHIC FEATURES 

A circumscribed multrlocular radioluc&nt lesion. 

More common in tlie posterior mandible. 

■ \- E \y cause prominent expansion of the inferior border. 



An aneurysmal bQrW Cyst in the mandibular. Bipod under low 
pressure could he aspirated liom the lesion, tom thsrfs was no 
bruit on auscu Italian. 


OTHER USEFUL CUMICAL INFORMATION 

* More common in young adults. 

* May be associated with cortical expansion 

" Blood can fc» aspirated from the fesron because it 
contains large vascular spaces, however, there is no 
associated bruit (common in arteriovenous malfanna- 

tons). 


differential diagnosis 

* Ametobtesioma 

* Odontogenic keratocyst 

■ Central giant coll gfanyloma 

* Central arteriovenous malformation 

DIAGNOSTIC STEPS 

* Microscopic examination of the lesion is necessary to 
confirm the diagnosis. 



An aneurysmal ban* cyst lb th& posterior mandible. There was 
prominent expansion Ol the inferior border Of the mandible. 

TREATMENT RECOMMENDATIONS 

- Surgical enucleation is The ireatmgnt of choice. 

CLINICAL SIGNIFICANCE 

May be associated wiin central gjant cell granuloma or 
fibrous dysplasia. 
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RACHOUKI orr LtSJONB ASSOCIATED with 


CEMENTO-OSSIFYING FIBROMA 


synonyms 


DIFFERENTIAL DIAGNOSIS 


Gemerctifying fibroma 


Residual cysl 


ETlOLOGf 

’ A b enjgn fibro'O&seous lesion containing cemernum and 
bona 

TYPJCAL RADIOGRAPHIC FEATURES 

* A unilocular or mu Iti locular radiDlucent with corticated 
margins 

■ More common In the posts nor mandible. 



CsfnerUo-OSAifying fibroma m tbo posterior mandible. The le-sian 
c^U'&ad Gfcpansion of the cortex. 

OTHER USEFUL CLINICAL INFORMATION 

■ Mora common in children and young addls, 

1 Commonly associated with cortical expansion. 


■ Oement0'ossaoii5 dysplasia 

* Ameloblastoma 

* Odontogenic keratocyst 

■ Central arteriovenous malformation 

DIAGNOSTIC STEPS 

* Multocular lesions should be aspirated prior lo surgery 
lo rule out the possibility of a vascular lesion. 

* Microscopic examination of the lesion is necessary to 
confirm the diagnosis, 

TREATMENT RECOMMENDATIONS 

Surgical enucleation is the treatmenl Ql choice. 



■ Periodic re-evalualian. 


CLINICAL SIGNIFICANCE 

* Cemento-ossifying fibroma is initially a radtoluoanl lesion, 
but eventually, calcifications develop within Itie Idsion 
producing a radiopaque appearance. 

* An aggressive lorrn of this lesion (juvenile ossifying 
fibroma) is more likely lo recur following conservative 
therapy, 
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RADIQLUCENT LESIONS MOT ASSOCIATED WITH TEETH 


STAFNE BONE DEFECT 


nonyms 

- Si Done cyst 

L - ; .. . mandibular salivary gland depression 


ETIOLOGY 

- -depression in Ihe lingual cortex of the mandible 
containing an accessory lobe of the submandibular sali- 
vary gland 


typical radiographic features 

a scribed uni locular radiolucerrcy with cortfcaied 

margins 

* Localed in the posterior mandible below ihe inferior alve- 
olar canal 



h Sl«rr>e bon-e detect in ’he posterior insnd \'o : e. The rad solucency 
**.$ below ihe interior alveolar canal. 


DIFFERENTIAL DIAGNOSIS 

• Because ot ils distinctive location and radiographic 
features, Sta/ne bone defect is infrequently confused with 
other radioiucent lesions not associated wrth teeth. 


DIAGNOSTIC STEPS 

- Mo diagnostic steps ether than recognition of ihe typical 
radiographic features. 

■ Sialography will confirm thaf the tissue tin the depression 
is salivary gland. 



A Stain b bona dated in the posterior mar dibit?. The radiGlucenty 
was below llte inferior alveolar CAn ill. 


TREATMENT RECOMMENDATIONS 

- No treatment necessary. 

FOLLOW-UP 

* Periodic re-evaluation, 



RADIO LUCENT LESIONS NOT ASSOCIATED WITH TEETH 


LANGERHANS CELL DISEASE 


SYNONYMS 


OTHER USEFUL CLINICAL INFORMATION 


* HMiocylosis X 
- Eosmopbik granuloma 


■ Wore common In children and young adults. 


DIFFERENTIAL DIAGNOSIS 


ETIOLOGY 

- A neoplastic proliferation oS Lange riians cells (histio- 
cytes) 

* The dis ease can present in cn ron ic focal ch ron \q dissem - 
mated, and acute cissemmated forms 


* Residual cyst 

* Certieeto-osseous dysplasia 

* Ameloblastoma 

■ Odontogenic keratocyst 

* Central giant cell gfanuloma 

* Cemanio-ossifying fibroma 


TYPICAL RADIOGRAPHIC FEATURES 

■ A solilaiy puncbfrd-out radiotucent lesion 


DIAGNOSTIC STEPS 

* Microscopic examination of the lesion is necessary to 
confirm the diagnosis. 



TREATMENT RECOMMENDATIONS 

■ Surgical excision is the treatment of choice for localised 
lesions. 

* Chemotherapy is necessary for disseminated disease. 

FOLLOW-UP 

* Long (erm follow-up is essenital. 



CLINICAL SIGNIFICANCE 


Mngerhen 's cell disease (a&sinojiiUHc granuiomat In the , Ttn? acule disseminated Form of the disease is otlen 
posterior mandible. rap jd|y 
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flA 0 IOLU C E -NT L£$IQ^ISHDT ASSOCIATED WITH TEETH 


CENTRAL ARTERIOVENOUS MALFORMATION 


synonyms 


OTHER USEFUL CLINICAL INFORMATION 


r Central hemangioma 


ETIOLOGY 


1 More common in children and young adute, 

" MorO common in females, 

* Typically associated witti a brurt on auscultation 


■ A delect in the development ol blood vessels causing a 
.ascuiar matformafion within bone 

Blood in me malformed vessels is under high arterial 
pressure. 


TYPICAL RADIOGRAPHIC FEATURES 

A rtiultjfocuPar radio! c cam fes^on wiih corticated margins 

* exhibit a soap-bubbJe appearance. 

* More common Jn (he maodiblo. 





A central artefioirersouB maflOnnaHon in the mandilbr«. Blood 
under high pressure could be a spiraled Irom (he letion. and (here 
was S dislincl bruit on Auscultation, 


DIFFERENTIAL DIAGNOSIS 

■ Ameiobfasloma 

* Odontogenic keratocyst 

* Central grant del! granuloma 

* Aneurysmar bone cyst 

DIAGNOSTIC STEPS 

* Aspiration of the rs&ion will produce bright red blood 
under arterial pressure. 

- Mterosoopfc examination of the lesion is necessary to 
confirm the diagnosis. 

TREATMENT RECOMMENDATIONS 

* Emooiizaton of (he lesfon is the treatment of chants. 

FOLLOW-UP 

* Periodic ne-evaruation. 

CLINICAL SIGNIFICANCE 

* A related benign neoplasm ot blood vessels, central 
rm man giome, -contains blood unde* low pressure. 
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RADIOLUCENT LESIONS WITH IRREGULAR MARGINS 


GENERAL PRINCIPLES 

* Radiolucem toons with Irregular ma/gins can represent inflammatory processes, primary malignant 
neoplasms and metastatic malignani neoplasms, 

* The term "moth-eaten' ns commonsy used to describe the radiographic appearance of these lesions. 

* The most common radiolncent lesions with irregular margins are the Jesuit of osteomyelitis. 

* Some toons with irregular margins are initially radhDlacenl, bet eventually become radiopaque (inese 
lesions are also included in ihe section on radiopaque lesions with irreguEar margins). 


LIST OF DISEASES 

COMMON DISEASES 


Osteomyelitis 


■ ■ i ■ i 


■ a I .a a i> i . . .. . 


Bisphasphonare-relased Osteonecrosis of the Jaws 
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UNCOMMON DISEASES 


s OKS 


Primary Inlracsseous Carcinoma 


P I 1 ■ t I 3 ■ I I I J h I J J I . i I . li K a ...... .. 


. k « i n r ii i i i .1 < ■ $ i i p i 
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Metastatic Malignant Neoplasms 
Osteogenic Sarcoma 
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KADiOLUCeMT LESIONS With IRREGULAR MARGINS 


BISPHOSPHONATE-R ELATED OSTEONECROSIS OF THE JAWS 


■mmm 

z " _ *iLJ 


ETIOLOGY 

J /.Hi - the use of bisphosphonates which 
a* teed rrthe ireaimoni qF Pager $ disease of hone, osleo- 
■ ■ - ? mjfripj® myeloma. and bone melaslases from 

sf cancer, 

: s"osphonales interfere with osteoclast function 
. : ' ng normal bone ramodaHng, 

-■=“*;-a‘v«iar Irauma. especially tooth attraction, In- 
: fries We risk pi BRQNJ, 

- - 1 . s encountered more often i«vith the use of potent 
r^ra-fenous bsphosphonaies. 


"•-CAL RAOjQGBAPHIG FEATURES 

- ■ r'-'-e^en radiolucent lesion wish irregular margins, 

: ■> :ammofl in the postenor mandible. 

of necrotic bone (sequestra) may be visible 
w me rgtdkriueenl areas. 

' . . r-’ -Forate the cortex causrng a pathologic fracture. 



SflOltJ itwMng the po}t$fier mandible at the sile of a recE-nt 
ta# * I trtd»n. Tfw pattfifil had bHn taking an oral biaptiosptio- 
- hi fat ■«? ftars ?or the treatment of osteoporosis. 


OTHER USEFUL CLINICAL INFORMATION 

■ More ccmmpn in adult females. 

* Palienls have a hislory dI bispnoschonates treatment. 

Patient typically reports a receni lon-ili extraction 31 tiie 
sile of osteonecrosis. 

DIFFERENTIAL DIAGNOSIS 

■ Osteomyelitis 

* Primary intraosseous carcinoma 

■ Metastatic malignant neoplasms 
+ Osteogenic sarcoma 

DIAGNOSTIC STEPS 

* History of bispnosp non ales iherapy confirms the 
diagnosis. 

TREATMENT RECOMMENDATIONS 

Eliminate existing dental disease before the use of bis- 
pfrosphonatcs 

■ Antibacterial mouth rinses 

- Systemic antibiotic therapy 

* Systemic pain control 

* Surgical debridemenl 

FOLLOW-UP 

* Close foKow-up is essential. 

CLINICAL SIGNIFICANCE 

- hfay complicate treatment of future denial disease. 
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RADIOLUGENT LESIONS WITH iRftEQULAR MARGINS 


PRIMARY INTRAOSSEOUS CARCINOMA 


SYNONYMS 

■ Intraosseous squamous cell carcinoma 

■ Intraosseous mucoepidermoid carcinoma 


ETIOLOGY 


DIFFERENTIAL DIAGNOSIS 

- Bisphosphonate-retated osteonecroses of the jaws 

* Osteomyelitis 

* Metastatic malignant neoplasms 

* Osteogenic sarcoma 


■ Malignant epethotiaS neoplasms arising primarily within 
bone 


DIAGNOSTIC STEPS 


■ Primary inlraosseous carcinomas include squamous celt 
carcinoma arising from the epithelial 1‘mng at an odonto- 
genic cyst and mucoepidermoid carcinoma ansjng ire m 
salivary gland tissue entrapped in bone 


TYPfCAL RADIOGRAPHIC FEATURES 

* A moth-eaten radrolucen! lesion with irregular margins 

* May peri orate the cortex causing a pathologic fracture. 

* More common in the posterior mandible. 


* Microscopic examinairon oJ she lesion is necessary to 
confirm the diagnosis. 



Primary inlraoSSGOuS tartlrwfrtft In the posterior mandible. The 
parent complained of parosthesis of me lower up. 


TREATMENT RECOMMENDATIONS 


Primary inli j osseous in the anlsrior m and isle. The pa-tiGfit 
complained of paresthesia of the lower lip. 

OTHER USEFUL CLINICAL INFORMATION 

- More common in adults. 

' Way be associated wlin local discomfort or paresthesia of 
the lower lip, 

* May be associated with regional lymph ■node m&tttSlflEis. 


■ Wide surgical resection of the lesion 
s Resection of regional lymph nodes if clinically warranted 


FOLLOW-UP 

* Because ai the pjobabiliiy of local recurrence and distant 
metastasis ctose follow-up is essential 


CLINICAL SIGNIFICANCE 

* Local recurrence or distant meiasiasis is associated with 
a poor prognosrs. 
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RAOfOLUCENT LESIONS WITH IRREGULAR MARGINS 


METASTATIC MALIGNANT NEOPLASMS 


ETIOLOGV 

■ Malignant neoplasms cam spread through blood vessels 
s hematogenous metastasis) 10 ths jaws. 

■ primary malignancies include carcinomas arising Irem 
lung, breast, colon, and prostate. 

TYPICAL RADIOGRAPHIC FEATURES 

* A mom -eaten radiotucent lesion with n regular margins 

* May perforate the cortex to cause a pathologic Fracture. 
► More common in [he posterior mandible. 



Metastatic colon cancer in the posterior mandible. The patient 
complained of pemthttiip of the lower lip, 

OTHER USEFUL CLINICAL INFORMATION 

* More common in adutt males. 

* May bo associated wish local; discomlort and paresthesia 
o! the lower lip, 


DIFFERENTIAL DIAGNOSIS 

* Bisphosphonate- related osteonecrosis of the jaws 
■ Osteomyelitis 

* Prirna ry mi raosseous carctnom a 

* Osteogenic sarcoma 

DIAGNOSTIC STEPS 

* Microscopic examination ol the lesion is necessary to 
confirm the diagnosis. 



Metastatic s ting cancer in the posterior mandiblfl. Thu Luitidt 
caused a pathologic ilradure of the nil's nor border ot the 
ndi We. 


TREATMENT RECOMMENDATIONS 

- Surgical resection 

* Radiation therapy if clinically warranted 

FOLLOW-UP 

* Close follow-up is essential. 

CLINICAL SIGNIFICANCE 

* The meiasialic lesion may be the first in decagon of 
disease. 

* Metastatic malignancies to the jaws are associated w-ith a 
very poor prognosis. 
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HADIOLUCENT LESIONS with irregular margins 


OSTEOGENIC SARCOMA 


SYNONYMS 


DIAGNOSTIC STEPS 


» Osteosarcoma 


Microscopic exarninalten d the lesion is necessarv ic 
confirm the* diagnosis. 


ETIOLOGY 

* A maligna 'll neoplasm of osteoblasts 


TYPICAL RADIOGRAPHIC FEATURES 

■ A moth-eaten radsolucens lesion with irregular margins 

■ May perforate ihe cortex to causa a pa«holog<c fracture. 

■ More common in The poslerror mandible. 



Osteogenic urcovna of thE mandible In an etienlulpus patient* 
The patient complained of partuhnli of the tower iip. 


OTHER USEFUL CLINICAL INFORMATION 
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Osteogenic sarcqma of the posterior mandible. The 
complained pi paresthesia of the lower lip. 


TREATMENT RECOMMENDATIONS 

* Surgical nSecUon is the ireaiment of choice, 


FOLLOW-UP 

* Because of the aggressive nature o< this malignancy, 
tong-tarm follow-up is essential. 


* More common in adult males. 

* May be associated wilh cortical expansion, 

■ May be associated with local discomfort and paresthesia 
ol the lower Sip. 

DIFFERENTIAL DIAGNOSIS 

* Eisphosphonate-reiaied osteonecrosis of the jaws 

* Osteomyelitis 

* Primary intraosseous carcinoma 

■ MeiastatiC malignant neoplasms 


CLINICAL SIGNIFICANCE 

* The incidence of osteogenic sarcoma is higher in individ- 
uals with Paget's disease of bone. 

* The prognosis for osteogenic sarcoma of the jaws is 
better than for osteogenic sarcoma arising in long bones 
of ihe skeleton, 



PERIAPICAL RADIOPAQUE LESIONS 


GENERAL PRINCIPLES 

* Lesions Ihat appear as radiopacife$ at the root apex can represent ntflammatory, dysplasiic, or 
neoplastic processes. 

* Some periapical radiopaque lesions are initially radiolucenl {these fces*on& are also irtcuided in section 
on pen apical radiolucGiiT lesions). 

* Pen apical cemento -osseous dysplasia and idiopathic osteosclerosis are the most common periapical 
radiopaciiie5. 

* ii! is important to remember Thai whan iho lorm dysplasia is applied la a lesion in bone it does not 
indicate premalignancy, 


LIST OF DISEASES 


COMMON OISIASES 

Periapical Cemento-o&seous Dysplasia. - - 

Idiopathic Osteosclerosis . . t 
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Focal Sclerosing Osteomyelitis 
Anlial P&eudocy&t 


,, .. T ,.t. 7B 


M ■ r I -I 


. 79 


Exostoses 


■ ■■HI 


i i i ■ ■ i i a i r • s p • ■ 
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UNCOMMON DISEASES 

Gementoblastorna - 

Ceu lentc-o&sifying Fibroma 


01 


i ■ ■ i ■ ■ ■ ■ t i ■ ■ r i 
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PERIAPICAL RADIOPAQUE LESIONS 


PERIAPICAL CEMEMTO-OSSEOUS DYSPLASIA 

DIFFERENTIAL DIAGNOSIS 

* Because of its distinctive locatron and radrographic 
features, periapical cementc-osseous dysplasia <s infre- 
quently confused with other periapical radiopacities 


SYNONYMS 

* Cementai dysplasia 
■ Cemenfoma 


ETIOLOGY 

• A reactive proliferation in response lo unknown factors 


TYPICAL RADIOGRAPHIC FEATURES 

- Circumscribed radiopaque lesions wilti distinct radio lu- 
cent margins at the ends of the roots of multiple mandib- 
ular anterior teeth 

- Tfte leeth invoked are usually free of caries or restora- 
tion?. 



PQifcdpiCil C*nwnt&*0-S&4Ou& dysplasia. Thn t^ih are itsymplon-u 

aEpc and vfal. 

OTHER USEFUL CLINiCAL INFORMATION 

* The lesions are asympioroalhc. 

< They are usually di-scovared on routine denial radio- 
graph?. 

More common in middle-aged African-American females. 


DIAGNOSTIC STEPS 

- No diagnostic steps other than recognition; gl the typical 
radiographic features. 


Periapical cementD-osseous dysplasia. Th& loelli arc a&ym.pt&rifV 

■ntir and vital. 

TREATMENT RECOMMENDATIONS 

* No treatment necessary. 

FOLLOW-UP 

* Periodic re -evaluation, 

CLINICAL SIGNIFICANCE 

■ Early lesions appear as multiply periapical radiolucsn- 
ctaa. 

* May be associated wiih florid cemenio-osseous 
dysplasia. 

- The use of line term dysplasia does not mean thai these 
lesions are premalignam. 



PERIAPICAL RAmOPAOlJE LESIONS 


FOCAL SCLEROSING OSTEOMYELITIS 


SYNONYMS 

*■ Focal' chrome sclerosing osteomyelitis 

• Condensing osteitis 

ETIOLOGY 

■ Chronic osteomyelitis that develops al the root apex of a 
loom v*i!h chronic pulpitis secondary to deep caries 

TYPICAL RADIOGRAPHIC FEATURES 

• A circumscribed radiopaque lesion at lhe root apex of a 
tooth with deep caries or a large resto^lion 

■ A d- s'- net pencKfonial membrane space is usually present 
i' the radiopacily does nol appear to merge wiiti me 
:G-Tenlum of Lho root apex). 

• A radiolucent margin may surround lhe radiopacity. 



-aces sciefpslna gsteomyieMUs. The patient complaincfl ol 0 dull 
toothaefta. 


OTHER USEFUL CLINICAL INFORMATION 

A mandibular premolat or molar taolti is the most 
frequenlly involved. 

■ Tne tooth may be asymptomaiic, or there may be chrome 
pern or low intensity. 

* Tie tooih is usually not sensitive to percussion 

* Tne pulp Is usually nonvital 


DIFFERENTIAL DIAGNOSIS 

* idMOpaimc osteosclerosis 

* Cementoblasloma 

* Cewento-O&sitying fibroma 

DIAGNOSTIC STEPS 

* Percuss the tooth {it should not be sensitive to percus- 
sion). 

* Test the vitality ol lhe pulp {ii usually tests non vita;). 

- Microscopic exam jnailon ol pe r- apical ti ssue is necessa ry 
to oonlirm the diagnoses. 



Focal sclerosing ollftomyttMtta. The patient complaiTitd Ol fl dull 
toothache. 


TREATMENT RECOMMENDATIONS 

* Endodontic therapy il ihe sooth is restorabfe. 

* Extraction il she tooth is nos referable , 

FOLLOW-UR 

* Periodic re-evatuation. 

CLINICAL SIGNIFICANCE 

■ Early lesions appear as periapical radiotatendes. 
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ANTRAL PSEUDOCYST 


PERIAPICAL flApIQPAQiJF LESIONS 


£' NON VMS 

» Antral polyp 


ETIOLOGY 


DIFFERENTIAL DIAGNOSIS 

BKCii use of its distinctive location and radiographic features 

the amral pseudocyst is infrequently confused with other 
periapical radiopaque tesrons 


nfiammatory fluid caused hy an odontogenic or sjn ts 
*-:non that accumulates under and etevales I he 
■ c^ii inrng of the maxillary a/rtrum 


TYPfCAL RADIOGRAPHIC FEATURES 


dome-shaped umlormly radiopaque 
tne floor ot the maxillary antrum. 


mass arising from 











Jn, r al P setJd0E: Vsi in the nvaxilliry *j nus adjacent 
0 .ho root apices of Ihe mairlJIary muter teem. 



An rnnum psetickreyst adjacent to fh& r* ot apJces pf 
c-ally-ireat^i majdlfary moSpr tootfi. 


3Ri (?nd odon-ti- 


treatment recommendations 

* fs harmless, no treatment Is necessary for 

■— antral lesion.^^ ' 

Odontogenic or sinus infection should he treated Jt 
present. 


OTHER USEFUL CLINICAL INFORMATION 

Tnp lesion js usually asymptomatic. 


follow-up 

* Periodic re-e valuation. 


p 


The lesign Is 
radiographs. 


lypica.ly di sgay e rod on routine dental 


QCCUf ™ re fn scjuen(|y during m& cold wime? monlhs. 
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PERIAPICAL RADIOPAQUE LESlQtiS 

EXOSTOSES 


SV NON V MS 

* Palatal rorus 

* Mandibular Epri 

* Buccal exostoses 

* Falalai exostoses 

ETIOLOGY 

* Development defect 

A mass ol dense bone extending from the cortex of alve- 
olar or palatal bone. 


TYPICAL RADIOGRAPHIC FEATURES 

■ Circumscribed radiopaque mass superimposed over 
adjaceni teeth. 



Mandib-gisr tori Superimposed Over the root* of mandibuler i«1h. 


OTHER USEFUL CLINICAL INFORMATION 

■ More common in adulls. 

* Typically asymptomatic.. 

DIFFERENTIAL DIAGNOSIS 

- Because of its distinctive loeaiian and ra dtographic leatures. 
mioses are infrequently confused with cider radiopaque 
lesions no! associated with teelb s 

TREATMENT RECOMMENDATIONS 

* Treatment is usually not required. 

May require surgical excision if repeatedly subjected 
io trauma or if they mleifare with insertion of a denial 
prosifies is. 

FOLLOW-UP 

* Periodic te- evaluation. 


so 


PEffl APICAL RADIOPAQUE LESIONS 

CEMENTOBLASTOMA 


SYNONYMS 

c^rnenrobtastoma 

- T Oie oemenioma 

ETIOLOGY 

" q n neoplasm of cementablssts (hat develops al the 

rooi 3pex 

TYPICAL RADIOGRAPHIC FEATURES 

' circumscribed radiop4Que lesion that appears lo bci 
Wfuoffl with tJra rooi surface cemeutum -s distinct pen- 
odontal membrane space ns net present). 

- - 'bin radioluceni margin is usually visible around the 
radiopaque mass. 

Most often involves a mandibular molar looiih. 



C*”v' 'sP asloma. A distinct radioJucent margin encircles the 

■«!5* iqu# mass. 


OTHER USEFUL CLINICAL INFORMATION 

* Mm common in young adults. 

■* snvoivBd tDQih is asymptomaiK and vital, 
Percuasiofi of the loath causes a dull sound, 
cause cortical expansion. 


DIFFERENTIAL DIAGNOSIS 

* Idiopathic osteosclerosis 

* Focal sclerosing osteomyelilis 

* CemenbKSfirtylng fibroma 

DIAGNOSTIC STEPS 

* Percuss the involved tooth |i( should not be painful to 
pmusdon, hut win exhibit a duiJ sound). 

* Test the vitality of the involved tooth 0t should test vital) 

* Microscopic exammafion of Ihe lesion is nocessaiy to 
confirm the diagnosis. 


CemantohJastDma, A distinct r.idipiuccrt margin encircles the 
laciiQp^due mats. 

TREATMENT RECOMMENDATIONS 

* Surgical excision 

FOLLOW-UP 

i 

* Perctxiie re-evaiuation. 

CLINICAL SIGNIFICANCE 

* Early lesions appear as periapical radiolucencies. 


PERIAPICAL RAOlDPAOue LESIONS 


CEMENTO-OSSIFYING FIBROMA 


SYNONYMS 

- Cementltying iLbrcma 

ETIOLOGY 

■ A be-mgrH Irbro-osseous tesion containing cementum and 
bone 

TYPICAL RADIOGRAPHfC FEATURES 

* A circumscribed monied radiopaque lesron 

■ A tfnin radigtucent margin is usually visible around the 
radiopaque mass. 

* More common in llie posterior mandible. 

* May cause resorption or displacement of adjacent lootfi 
roots. 



CenTEniQ-053 ilying fibroma \n the posterior manCpble. 


OTHER USEFUL CLINICAL INFORMATION 

1 More common in cbikdren and young adults. 

1 Commonly associated with cortical expansion. 

DIFFERENTIAL DIAGNOSIS 

Idiopathic osteosclerosis 
■ IF Deal sclerosing osteomyelitis 
C emenidbfastoma 

DIAGNOSTIC STEPS 

- Percuss lfie adpeent tooth (il should no l be partiul to 
percussion). 

- Tesi the vitality of adjacent tooth (it should lest vital), 

- Microscopic examination ol the lesion is necessary to 
confirm the diagnosis. 

TREATMENT RECOMMENDATIONS 

* Surgical enucleation is the treatment of choice. 

FOLLOW'D P 

* Periodic re-evaluation. 

CLINICAL SIGNIFICANCE 

* An aggressive term of this lesion (juvenile ossifying 
fibroma) is more likely to recur following conservative 
therapy. 


PERICORONAL RADIOPAQUE LESIONS 


GENERAL PRINCIPLES 

* Les ons that appear as radio panties around the cro^n erf an unerupted tooin are eiliier developmental 
cysls or neoplasms thal originals from loath-forming epithelium 

- Some pericqronal radiopaque lesions are initially radiohioenl (these lesions ara included in ih@ section 
an pericoronal radiclueent lesions), 

* These lesions lypieaNy present with a mixed radiolueent- radiopaque appearance, 

* Odontoma is* the most common pericoronal ladiopacities. 


LIST OF DISEASES 


COMMON DISEASES 

OdOlttO^H 1 i ■ ■ ■ ■ m a j ■ ■ .1 ■ ■ i i u ■ ‘i , a - . ■ - a L i - 4 i r . ■ _ | , a . | ( 

Adenomatoid Odontogenic T u mor . 


k . m i a i< • at. i j ■ a i . - § a a | ..... a 


34 


■ ■ - ■ i-.! - -i ■ I r ■ i - ii i i.r ■ i. 6S 


UNCOMMON DISEASES 


Calcifying Odontogenic CysL 


pf-s^pp-* 


■ i ■" f i I I i r i i i . i i i i 


. 1 . m m . . » I I E I I la a 


Calcifying EpjtheNal Odontogenic Tumor . .. 
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PEfttCOBONAL RADIOPAOU6 LESIONS 


ODONTOMA 


SYNONYMS 

* Compound odontoma 

* Complex odontoma 


ETIOLOGY 

* A benign odontogenic neoplasm thm tan produce all the 
lissuos found in a mature tooth {enamel, dertlin, 
cementim and pulp). 


TYPICAL RAOIOGRAPHIC FEATURES 

* A circumscribed lesion containing rninialure teeth 
{compound odontoma) o? radiopaque masses ihat do not 
resemble teem {complex odontoma). 

- More common in the maxilla. 



A compound odonl-ama aEsnciat&d wilM an ynerupted mandibular 
rhi-rd molar tooth. 


OTHER USEFUL CLINICAL INFORMATION 

- More common in elrldren and young adults, 

* Prevents eruption of ihe associaied laoth (me lesion is 
often discovered because the affected tooth tails to 
erupt). 


DIFFERENTIAL DIAGNOSIS 

- Adenomatoid odontogenic turner 
Calcifying odontogenic cyst 

* Calcifying epithelial odontogenic tumor 

DIAGNOSTIC STEPS 

* Microscopic examination of the lesion is necessary to 
confirm the diagnosis, 



A commit a odtintoma auoditw wfftn an, urmruplwl mandibular 
third molar looih. 


TREATMENT RECOMMENDATIONS 

■ Surgical enucleation 

FOLLOW-UP 

• Periodic re-evaluation. 

CLINICAL SIGNIFICANCE 

■ Odontomas can occasionally be associated with dentig 
erous cysts and calcifying odontogenic cysts. 
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PEFUCQnONflL RADIOPAQUE LESiu^S 


ADENOMATOID ODONTOGENIC TUMOR 


synonyms 


DIAGNOSTIC STEPS 


Odoniageriic adenomatoid tumor 


Microscopic examination of the lesion is necessary to 
confirm the dFagng$i$ ; 


ETIOLOGY 

- Se' gr '^eoptegm of tooth-forming epiliielium 

- :es ihe earJy bell stage of normal looih develop * 

rrceni 



TO PICAL RADIOGRAPHIC FEATURES 

* circumscribed pnjiocujar lesion with focal pr diffuse 
Calcifications producing a mixed radroluceni-iadiopaque 

appearance 


Commonly associeied with ihe crown oi an unerupted 
maxi!!:ary anterior (goth (usually a cuspid) 




An atfcnomatoicJ &dorHpgcnie tumor associated with an 
unemptod maxiJspry cufepid tooth. 


TREATMENT RECOMMENDATIONS 


- Surgical curettage 


FOLLOW UP 


Periodic valuation 


An adtnomatOJd cdonl&gtnrc lumor assneiaied with an 
maailiary Cuspid tooth. 


other useful clinical information 

* Vtoo common in children. 

* ’ ‘a/ be associated with cortical expansion. 

3 —ERENTIAL DIAGNOSIS 

* OcSefutoma 

- L ■< i ■ >ng odontogenic cysr 
- L ■ '■ “3 -P |rr "&’iai odontogenic tumor 


CLINICAL SIGNIFICANCE 

* Acte nom atoid odontogenic tumor may be confused micro- 
scopically with ihe mens aggressive ameloblastoma, 

* An accurate diagnosis is essential because adenomatoid 
Odontogenic tumor requires only conservative surgical 
therapy and rarely recurs. 

' Adenomatoid odontogenic tumor Is initially r adducent, 
but tocal Or drffuse Calcifications can eventually develop 
within the tumor causing a mixed radtolucsnt- radiopaque 
appearance. 
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INTER-RADICULAR RADIOPAQUE LESIONS 


GENERAL PRINCIPLES 

Lavong. " 5 : appear as radiopaoties In the alveolar bone behveen adjacent tooEh rogis can rgproseni 
astimaJOry processes, developmental cysts or benign neoplasms. 

* Some infer -radicuEar radiopaque lesions are i nil-ally raditiucent (these Jesions are included in the 
section o-n- inler-fadioulai radiofucens lesions. 

■ In# moss common inter-radicular radiopaque lesion is ihg odontoma, 

* "'e'-raoicuiar lesions commonly displace or erode leeth 


LIST OF DISEASES 

COMMON DISEASES 


Odontoma 


I fl 9 V T I U i . - I I a . 
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ICiopatiic Osteosclerosis 
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-c c-ai Sclerosing Ostggmygiiiis 
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UNCOMMON DISEASES 


Osteoma 


•pill « 1 a ■ 4 



Calcifying Odontogenic Cyst 


IBB I BBI I U I i B • i ,5 fa B . 5 ■ i lia m * m m 
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Cemenlorossilyirig Fibroma 


* h ■! - r i ■■■ - p ■ p r ii'i 2 i j * . 1 ti ■ 11. i. . ...... . ..... 
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I U D ICUL*" RAflfQgAOuE LESIONS 


ODONTOMA 


SYNONYMS 

* Compound odontoma 

* Complex odontoma 

ETIOLOGY 

A semgfl odontogenic neoplasm thai can produce all the 

’*s:,es found in a mature toolh (enamel, dertlin 
cement um. and poip). 

TYPICAL RADIOGRAPHIC FEATURES 

A circumscribed lesion containing miniature teeth 
(compound odontoma) or radiopaque masses that do nol 
resemble teeth (complex odontoma) 

More common in the maxilla. 



A complex odomcnia in anterior maxifla 


differential diagnosis 

* idiopathic osteosclerosis 

* Focal sclerosing osteomyelitis 

* Osteoma 

* Catcifyrng odemlo^enic cyst 

* Cemenio-osgtfyiAg fib-roma 

DIAGNOSTIC STEPS 

Microscopic examiriiaition of Ihs lesion is nec&ssary to 
confirm She diagnosis 



A complex odontoma in the anterior maxima. 


TREATMENT RECOMMENDATIONS 

Surgital enucleation 


OTHER USEFUL CLINICAL INFORMATION 

More common in children and young adults 


follow-up 


Periodic re- evaluation. 


CLINICAL SIGNIFICANCE 

Odontomas can occasionally be associated with dentin 
erous cysts and calcifying odontogenic cysts. 
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INTER-RADICULAR RADIOPAQUE LESIONS 


IDIOPATHIC OSTEOSCLEROSIS 


anonyms 

* Oste op or otic scar 

■ Derae lxi*i e island 

-gcai pen 9 pica I osteopetrosis 

ETIOLOGY 

* Unknown elrology 

TYPICAL RADIOGRAPHIC FEATURES 

A csrcumscribed radiopaque lesion between the roots of 
adjacent teeth. 

- Mosl olien involves mandibular molar teeth. 


DIFFERENTIAL DIAGNOSIS 

* Odonloma 

► Focal sclerosing osteomyelitis 

* Osteoma 

* Calcifying odontogenic cysi 

* Cernenso^os&ifying fibroma 

diagnostic steps 

- Percuss the teem (they will no! be sensitive to parous- 
Sion},. 

* Te&1 the Vitality of the teeth (they wilf test vital]. 




Idiopathic osteosclerosis, the iceth are asymptomatic and vital. 

TR E ATM ENT REC OW M EN D AflONS 

• No ueaimenl necessary, 

OTHER USEFUL CLINICAL INFORMATION 

* Mote common in adults. 

FOLLOW-UP 

+ The adjacent laeth are usually Iree or canes or restora- 
tions, * Periodic re-evaluetron, 

* The adjacent teeth are asymptomatic and viral. 

CLINICAL SIGNIFICANCE 

1 These lesions may regress in older patients. 
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INTER RADICULAR RADIOPAQUE LESIONS 


FOCAL SCLEROSING OSTEOMYELITIS 


SYNONYMS 


DIFFERENTIAL DIAGNOSIS 


■ Focal chronic sclerosing osteomyelitis 


Odontoma 


* Condensing osteitis 


Idiopathic osteosclerosis 
Osteoma 


ETIOLOGY 

• Chronic osteomyelitis met develops at the foot apex ct a 
tooth with chronic pulpiiis secondary to deep caries 

* The lesion may extend mte the inter- rapicuter alvaofar 
Pone. 


TYPICAL RADIOGRAPHIC FEATURES 

* A circumscribed radiopaque lesion between I ho roots of 
adiacenl teeth with canes or large restorations 

■ A distinct periodontal membrane apace is usually present 
{the rad'iopacity does not appear to merge with the 
cementgm of the root apex], 

■ A radfeolucent margin may surround me ratfiopaeily. 



Focal aiming osieomyoiiiis. ihe- patient eompraincci oi a dull 
toothache^ 


■ Calcifying odontogenic cyst 
• Cemento-ossify ng fibroma 


DIAGNOSTIC STEPS 

* Percuss the teeth [they Should not be sensitive to percu:- 
SaQn). 

■ Test the vital ily ol tee teeth (they should lest vital. evt t r i 
pulpal response may be altered). 

* Microscopic examination of periapical tissue necessa - . ■ : 
confirm the diagnosis. 



Fd^hJ sclerosing Osieomyetitlfi. The patient complained ofa d, 
loothitte. 


TREATMENT RECOMMENDATIONS 

■ Endodontic therapy il Ihe teeth are restorable 


OTHER USEFUL CLINICAL INFORMATION 


■ Extraction if thn teeth are not reatorabb 


■ Mandibular p remoter or moter teeth are the most 
frequently invoVed, 

- The teeth may he asymptomatic, or there may be chronic 
pain ol low intensity 

■ The teeth are usually not sensitive So percussion. 

* The teeth ate usually vital 


FOLLOW-UP 

* Penodic re-evaluation. 


CLINICAL SIGNIFICANCE 


i 
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Early legions appear as periapical radiolucencies. 


OSTEOMA 


INTER- RADICULAR RADIOPAQUE LESIONS 


m OLOGV 

* - he^.gn neoplasm of osteoblasts 

typical radiographic features 

■ A circumscribed radiopaque lesion 
- V-ay Qisplace adjacent tooth roots 



An osteoma in ihc- anterior man dibit. The lesion is -displacing 
adjacent tooth reels. 


DIAGNOSTIC STEPS 

■ M croscopsc examination oF the lesion is necessary to 
confirm the diagnosis. 



A mandibular G&tecms in a patient with Gardner h syndrome. 

TREATMENT RECOMMENDATIONS 

* Surgreal elision 


OTHER USEFUL CLINICAL INFORMATION 

4 More common in young adulls. 

D1FFERENTIAL DIAGNOSIS 

* Odontoma 

Idiopathic osteosclerosis 
Focal sclerosing osteomyelitis 
■ Calcifying odontogenic cyst 
Cemento-ossilyirig fibroma 


FOLLOW-UP 

Periodic re-evaluation. 


CLINICAL SIGNIFICANCE 

* Multiple GSleomas can be a component or Gardner's 
syndrome pother component of the syndrome include 
multiple unenupted normal and supernumerary teeth, and 
intestinal poFyps shat may develop into aaenocarcinoma). 


99 



lUTER-HAOlCULAR RADIOPAQUE LESIONS 


CALCIFYING ODONTOGENIC CYST 


SYNONYMS 


DIFFERENTIAL DIAGNOSIS 


* Godin cyst 


ETIOLOGY 

- A developmental cvsi that arises Irorn tcmdih- forming 

epithelium 

» Inler^radicutKr lesions develop from remnants ol Ihe 
denial lamina (rests ol Serres^. 


Odontoma 

IJopathfc osteosclerosis 
focal sclerosing osteomyelitis 
Osteoma 


Cemento-ossilying fibroma 


TYPICAL RADIOGRAPHIC FEATURES 

* A cifcumsonbed unilocular lesion with focal cw diffuse 
calcifications producing a mixed radiolucent- radiopaque 
appearance. 

■ May cause erosion ol the roots of adjacent teeth. 


DIAGNOSTIC STEPS 

■ Microscopic examination of the lesion is necessary to 
confirm she diagnosis. 

TREATMENT RECOMMENDATIONS 



A calcifying otioniggenic cyst in Ihe paste* im mandi&le. 


■ Surgical enucleation 



Periodic r 


CLINICAL SIGNIFICANCE 

* Calcifying odontogenic cysi is initially a Tadioluconl 
lesion, but eventually, calciitcations can develop within 
the cyst wall producing a mixed radiQtucenn radiopaque 
appearance. 


OTHER USEFUL CLINICAL INFORMATION 

- More common in young adults. 


CatCFfying odontogenic cyst may occasionally occur in 
association with odontomas, adenomatoid odontogenic 
tumors and ameloblastomas. 


■ May be associated with cortical expansion, 
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INTER- RADICULAR FtADlOPAOUE LESIONS 


CEMENTO-OSSIFYING FIBROMA 


SYNONYMS 

■ Cementifying fibroma 


ETIOLOGY 

A benign tibroosseous lesion coniaming cementum and 

bone 


TYPICAL RADIOGRAPHfC FEATURES 

A circumscribed mottled radiopaque lesion 

- A thin tadioluceni margin is usually visible around the 
radiopaque mass. 

" More common in the posterior mandibfe. 

- May cause resorpiion or displacement of adjacent tooth 
rods. 



A £Dm@nlci"Ci££vfy>ing fibroma. The lesion is displacing the rods ol 
adjacent tetth. 


OTHER USEFUL CLINICAL INFORMATION 

* More common in children and young adults 

fc Gammon ly associated wilh cortical expansion 

DIFFERENTIAL DIAGNOSIS 

* Odontoma 
Idiopathic osteosclerosis 

■ Focal sd^rosing osteomyelitis 

* Osteoma 

■ Calcifying odontogenic cyst 

DIAGNOSTIC STEPS 

Percuss the adjacent teath (they should not he painful to 
percussion),, 

* Test the vitality of adjacent teeth (they should test vital)., 

1 Microscopic examination ol She lesion is necessary to 
conlirm the diagnosis. 

TREATMENT RECOMMENDATIONS 

* Surgical c nuclear on is the treatmenl of choice, 

FOLLOW-UP 

* Periodic re-evaluation. 

CLINICAL SIGNIFICANCE 

* An aggressive form of (his lesion (juvenile ossifying 
fibroma) is more likely to recur following conservative: 
therapy. 


RADIOPAQUE LESIONS NOT ASSOCIATED WITH TEETH 


GENERAL PRINCIPLES 

Radtopaque lesions no* associated with teeth can represent inflammatory, dysplastic, metabolic or 
neoplastic processes. 

These lesions may develop in areas once occupied by leelh [extraction siles) or in parts oi ihe bone 
separated from existing teem. 

Focal sclerosing osteomyelitis and florid cemento-osseous dysplasia are often discovered in edentulous 
areas. 


Some radiopaque lesions not associated with le^th are initially radlotucent (these lesions are also 
included m the section on radioluceni lesions not associated with seelft). 


LIST OF DISEASES 
COMMON DISEASES 


Focal Sclerosing Osleomyehtis 
Florid Cemenio-ossecms Dyspasia 
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UNCOMMON DfSEASES 


Osteoma 

Cemento-ossify Ing Fibroma 

Fibrous Dysplasia ............... 

Osteoblastoma .... , . 
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Paget'S Disease of Bone 
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CiiJSQe* OuE lES)Qw£ MQT WTT>t TEeTft 

FOCAL SCLEROSING OSTEOMYELITIS 


SYNONYMS 

■ Focal chronic sclerosing Mteomyelftis 

* Condensing osteitis 

ETIOLOGY 

■ Chrome osteomyelitis that develops a I the root apex or a 
tooth wish chronic pulpit secondary Eg deep caries 

* The lesion may expend inlo the inEer-radicuiar alveolar 
bo^. 

* If the icoth is removed, the lesion will remain in (he bone 
a^ (he extraction site. 


differential diagnosis 

+ Bond ce m &n ( o osseous dysplasia 

* Osteoma 

■ Cemantg-ossifying fi&roma 

* Osteoblastoma 

DIAGNOSTIC STEPS 

No diagnostic steps olher than nscognition. of typical rad - 
ographcc lealures 

* Microscopic examination of the lesion is necessary to 
confirm the diagnosis. 


TYPICAL RADIOGRAPHIC FEATURES 

■ A circumscribed radiopaque lesion in bone at (he sile of 
previous laoth extraction, 

■ A rad iol ^cent margin may surround Ihe radiopa&ity. 



Focal sctefosing osteomyelitis in the posterior mandible. 




Fecal Ktero&ing osteomyelitis in \m posterior mandlbte., 


TREATMENT RECOMPdENDATlONS 

If the offending tooth has. been removed and ihe lesion is 
asymptomatic, no other treatment is necessary. 


OTHER USEFUL CLINICAL INFORMATION 

FOLLOW-UP 

- The mandibutar premolar-motar area is the most 

frequently involved ■ Periodic re-evalualion. 

■ There wifi be a history of tooth extraction in the area, 
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RADIOPAQUE LESIONS NOT ASSOCIATED WITH TEETH 


FLORID CEMENTO-OSSEOUS DYSPLASIA 


5 -^OSYMS 

dysplasia 

ETIOLOGY 

- - .’s proliferation in response to unknown factors 

typical radiographic features 

- v . ■ pie, circumscribed ffidiopacstLes in one or more 
quadrants 

Vote zommcn in me posterior mandible. 



F or ;d Cftmenlo-asieouS. dysplasia In the posterior mundltHi. 


OTHER USEFUL CLINICAL INFORMATION 

■ More common in middle-aged African-American females. 

• Tre lesions are oUen discovered on routine dental radio- 
graphs. 

- Tnc r are usually asymptomatic, but may occasionally be 
associated with low-grade chronic discomfort. 

DIFFERENTIAL DIAGNOSIS 

Focal sclerosing osteomyelitis 

* Osteomas 

■ Cemento-ossifying fibroma 


diagnostic steps 

* Microscopic examination of the lesion is necessity to 
confirm the diagnosis. 



Florid fi^mento-osseous dysplasia In ihe ri^hl and Ml posterior 
mandible. 


TREATMENT RECOMMENDATIONS 

* No treat menl necessary unless secondarily infected. 

- Lesions which become secondarily infected are treated 
with surgical debridement and systemic antibiotics, 

FOLLOW-UP 

■ Periodic re-evaluauofi. 

CLINICAL SIGNIFICANCE 

- The initial lesions of florid cemento-osseous dysplasia 
are radfolucem. 

* May be associated with periapical cemento- osseous 
dysplasia. 

■ The use of the term dysplasia does not mean She* ihesc 
lesions are pre malignant. 


FI ADI OPAQUE LESIONS NOT ASSOCIATED WITH TEETH 


OSTEOMA 


ETIOLOGY 

* A benign neoplasm of osteoblasts 


TYPICAL RADIOGRAPHIC FEATURES 

* A circumscribed radiopaque lesion 
- May displace adjacent tooth roots 



An oateoma in the pc-alcnor rtvan-diblfl. 


OTHER USEFUL CLINICAL INFORMATION 

* Moie common in young adults 

DIFFERENTIAL DIAGNOSIS 

* Focal sclerosing osteomyelitis 

* Florid cemento-osseous dysplasia 

* Ce memo -ossifying fibroma 
■ Osteoblastoma 


diagnostic steps 

* Mucfaacoplc exammaijon o< ihe Ik Dn is necessary 'o 
confirm the diagnosis. 



A mandibular oslootiin In ft patient with Gardner's 5yndrcHP&, 


TREATMENT RECOMMENDATIONS 

* Surgical excision 

FOLLOW-UP 

* Penodie revaluation. 

CLINICAL SIGNIFICANCE 

* Multiple osteomas can be a componem of Gardners 
syndrome (other component of Ifie syndrome include 
mullipfe unsmpted norma! and supernumerary teeth, and 
Neslinai polyps that may develop into adenocarcinoma). 
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BAplOFAQUE lESlQNS NOT ASSOCIaTEO WTh TEETh 

CEMENTO-OSSIFYING FIBROMA 


SYNONYMS 

Ceme ratifying fibroma 

ETIOLOGY 

+ A benign hbro-osseaus lesion contain -ng cemenium and 
bone 

TYPICAL RADIOGRAPHIC FEATURES 

* A circumscribed mottled radiopaque lesion 

- A thin radioiucent margin is usually visible around the 
radiooaque mass. 

■ More common fn (he posterior mandible. 



CementtM)33ifyin£ Hbroma im the posterior mandible. 

OTHER USEFUL CLlNfCAL INFORMATION 

* More common in children and young -actulls. 

* Commonly associated wiilh cortical expansion. 


DIAGNOSTIC STEPS 

- Microscopic examination qf ihe lesion is necessary to 
conlirm the diagnosis. 



Ccnr.cmo-os si Tying fibroma in the pdfiEDfior mandible. 


TREATMENT RECOMMENDATIONS 

Surgical enucleation is the treatment of choice. 

9\J \J I \w 

FOLLOW-UP 

• Penodrc re-evaluation. 

CLINICAL SIGNIFICANCE 

* An aggressive form ol this tasion (juvenile ossifying 
fibroma} is more likely to recur following conservative 
therapy. 


DtFFERENTIAl DIAGNOSES 

s Focat sclerosing osteomyelitis 

* Florid cemento-osseous dysplasia 

* Osteomas 
OsteoUlasEoma 
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RADIOPAQUE LESIONS NOT ASSOCIATED WITH TEETH 


FIBROUS DYSPLASIA 


ETIOLOGY 


DIAGNOSTIC STEPS 


■ A benign fibro-osseous lesion of unknown etiology 

■ The disease pan occur as a single lesion (monoslotic 
fibrous dysplasia) or as multiple lesions in many ditto rent 
bones (polyostotic librous dysplasia). 


TYPICAL RADIOGRAPHIC FEATURES 

* A radiopaque lesion ^th a ground gsass appearance and 
It-defined margins 

* Wore common in the maxilla 

* Common ty displaces leelh m We area of the lesion. 



Monofttotfc libra us dyspFasia in the posterior a>asllfa. 


* Microscopic examination of We lesion is necessary :o 
confirm the diagnosis. 



ManoslGtie fibrous ffyspiassa in the antedor man Ilia. 


TREATMENT RECOMMENDATIONS 

- Once the patient has reached skeletal mgturalion. 
cosmetic surgery can be used lo ireat facial deformities. 


OTHER USEFUL CLINICAL INFORMATION 

* Wore common in chifdren and young adults. 

* Commonly associated wilh facial deformity, 

* Commonly associated with malocclusion. 

DIFFERENTIAL DIAGNOSIS 

* Fibrous dysplasia may be conlused wiih Paget's disease 
of hone. 


FOLLOW-UP 

- Periodic re-o valuations. 

CLINICAL SIGNIFICANCE 

- Pofyosiotic librous dysplasia is often associated with 
endocrine disorders and pigmented Skin lesions called 
cafe au lait spots. 


RADIOPAQUE LESIONS NOT ASSOCIATED WITH TEETH 


OSTEOBLASTOMA 


$ ' SONYMS 

t Bemgn osteoblastoma 

ETIOLOGY 

■ - benign neoplasm of osteoblasts 

TYPICAL RADIOGRAPHIC FEATURES 

* A well! -defined tesiun with irregular areas of radropactty. 
- May expand and destroy cortical bone. 



OTHER USEFUL CLINICAL INFORMATION 

4 Usually painful. 

* Mors common In young adull males, 

- More common in the mandible. 


DIFFERENTIAL DIAGNOSIS 

* Osteoma 

- Focal sclerosing osteomyelitis 

* Cemento-oasifying fibroma 

DIAGNOSTIC STEPS 

* Microscopic examination of the lesion is necessary to 
confirm the diagnosis. 

TREATMENT RECOMMENDATIONS 

Surgical excision 

FOLLOW UP 


* Periodic re-evaluation 



CLINICAL SIGNIFICANCE 

In older patients, osteoblastomas may occasionally extiibh 
more aggressive growth, 
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RADlOPAClue LfSIONS HOT ASSOCIATED WETH TEETH 


PAGET'S DISEASE OF BONE 


SYNONYMS 

- Osteitis deformans 

ETIOLOGY 

* A meiaboiic bone disease of unknown etiology 

TYPICAL RADIOGRAPHIC FEATURES 

* Multiple radiopaque masses giving tee appearance of 
cotton wool (cotton balls). 

* More common in the maxilla 

- Teeth adjacent lo tee ieshons commonly exhibit hyperce- 
mentosis. 



Pa-get's disease in me miirlltp and mandible. 


OTHER USEFUL CLINICAL INFORMATION 

* More common *r\ middle-aged and elderly adulls, 

* Commonly associated with facial deformity 

* May cause tee movement of teeth. 

- May ne associated with bone pain. 

DIFFERENTIAL DIAGNOSIS 

* Pagefs disease of bone may be confused wilh fibrous 
dysplasia. 


DIAGNOSTIC STEPS 

■ Elevated levels of serum atkaline phosphatase is encou^- 
lered in parents with Paget's disease of bone 

► Microscopic examination of she lesion is nscessaiy lo 
confirm the diagnosis. 



HypGTCflmftntesIs In a patient with PsgeE s disease. 


TREATMENT RECOMMENDATIONS 

* Asymptomatic patienls are usually nol iraated. 

■ in symptomatic pakente. medications which inhibit bone 
resorption may be ol temporary benefit. 

* Surgical therapy is occasionally used to relieve pressure 
on nerves. 


FOLLOW UP 

Long-term follow-up is essential. 


CLINICAL SIGNIFICANCE 

' Lesions involving the base of the skull can imping* on 
cranial nerves causing blindness and deafness. 

Patients with Paget's disease of bone are at increased 
risk oi developing osteomyelitis and osteogenic sarcoma. 
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RADIOPAQUE LESIONS WITH IRREGULAR MARGINS 



GENERAL PRINCIPLES 

* Radiopaque tenons with irregular margins can represent intlammalgry processes, primary m&lignaart 
neoplasms and metastatic malignant neo-plasms, 

p The most common radiopaque lesJons with irregular margins are the result of osteomyelitis, 

* The term “molllRd u is commonly used to describe the radiographic appearance of these lesions. 

* Some radiopaque iesions with irregular margins are mil; ally radi-oljcent (Ihese lesions axe also included 
in the section on radiolucenl lesions with irregular margins), 


LIST OF DISEASES 

COMMON DISEASES 

Osteomyelitis- 


. t os 


UNCOMMON DISEASES 


Osteogenic Sarcoma 


t p» i ■ p -r •• " -r s 


10(7 
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RAQlOPAQUE LESIONS WITH IRREGULAR MAftG'lNS — 

OSTEOMYELITIS 


SYNONYMS 

* Chronic osteomyelitis 

ETIOLOGY 

May develop tforn inadequately treated acute osteomye- 
litis. 

* May develop in the absence ot an acute phase, 

- SelerOlic bone is produced in response to the chronic 
inflammatory process. 

TYPICAL RADIOGRAPHIC FEATURES 

» a monied radiopaque lesion with irregular margins, 

* More common in the posterior mandible. 

■ Fragments of sequestered bone may be apparent. 



Chronic osteomyelitis in the posterior mandiOie, 


OTHER USEFUL CLINICAL INFORMATION 

* Mara common in adults. 

- Usually a-s&Dtt&led wish minimal pam. 


DIFFERENTIAL DIAGNOSIS 

* Osteogenic sarcoma 

- Meiastatic malignant neoplasms 

DIAGNOSTIC STEPS 

* Microscopic examination of the lesion is necessary to 
confirm the diagnosis 



Chronic osteomyelitis {ortwwadtoiwcrMtaJ in the rtytil and left 
mandible, The patent had Geer> krtfldiaifrd roF carcinoma o. !ho 

posterior longue- 


TREATMENT RECOMMENDATIONS 

- Systemic antibiotic: therapy 

CLINICAL SIGNIFICANCE 

• Bone that has been irradiated is especially susceptible to 
acute osteomyelitis {osteoradionecrosis'! ■ 

• Patients with Pe get's disease o< bone are at increased 
risk for chronic osteomyelitis. 
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RADIOPAQUE LESIONS with irregular margins 


OSTEOGENIC SARCOMA 


SYNONYMS 

« Osteosarcoma 

ETIOLOGY 

* A malignant neoplasm of osteoblasts 

TYPICAL RADIOGRAPHIC FEATURES 

* A moll led radiopaque mass with irregular margins, 

- Spscules of bone may radiate from the radiopaque mass 
producing, a sunburst (Eunray) pattern, 

* More common in the posts not mandate 



Osteogenic Sflrcoma in Ehe posterior mandible. ITic lesion exhib- 
ited a sunburst (sunrayj pattern. 

OTHER USEFUL CLINICAL INFORMATION 

More common in adult males, 

* May be associated with cortical expansion. 

■ May be associated with local discomfort and paresthesia 
of me lower lip r 

DIFFERENTIAL DIAGNOSIS 


DIAGNOSTIC STEPS 


* Microscopic examination of the lesion is necessary to 
confirm Ihe diagnosis. 



Osteogenic sarcoma in me posterior mandible. The pattern 
complained Of pa^Bithania of the lower lip. 


TREATMENT RECOMMENDATIONS 

- Surgical resection is the treatment of choice. 


FOLLOW-UP 


* Because cl Ihe aggressive nature of this malignancy, 
long term follow-up is essential. 


CLINICAL SIGNIFICANCE 

- The incidence ol osteogenic sarcoma is higher m individ- 
uals with Paget's disease of bone. 

* The prognosis for osteogenic sarcoma of the jaws is 
better than for osteogenic sarcoma arising in long bones 
ot the sfceteton 
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Osteomyelitis 

Metastatic malignant neoplasms 


RADIOPAQUE LESIONS WITH IRREGULAR MARGINS 


METASTATIC MALIGNANT NEOPLASMS 


ETIOLOGY 

* Malignant neoplasms can spread through blood vessels 
(hematogenous metastasis) (o Ihe jaws, 

* Pf unary malignancies include carcinomas arising from 
lung, breasl. colon and prosta(a r 

* Metastatic malignant neoplasms can appear radiopaque 
because of calcifications produced wilhin me tumor, or 
from reactive bone around Ihe tumor. 


TYPICAL RADIOGRAPHIC FEATURES 

■ A mottled appearance caused by focal radiopacities w-ith 
irregular radioLucent margin®. 

■ May perforate Ihe cortex to cause a pathologic fracture. 

■ More common in the posterior mandifrle 



MElaslatic colon cancer In, the posterior mandlblfl. Thft palitnl 
complained of pnrc^Lhcsia of the lower lip. 


OTHER USEFUL CLINICAL INFORMATION 

* More common in adult mates. 

■ May be associated with local discomfort and paresthesia 
ot me lower lip 

DIFFERENTIAL DIAGNOSIS 

- Osteomyelitis 

* Osteogenic sarcoma 

DIAGNOSTIC STEPS 

* Microscopic examination of the lesion is necessary to 
confirm the diagnosis. 

TREATMENT RECOMMENDATIONS 

* Surgtcal resection 

* Radiation therapy if cFinrcalty warranted 

FOLLOW UP 

« Close follow-up >s essential 

CLINICAL SIGNIFICANCE 

* The mesa sialic lesion may be the first indicalion of 
disease. 

■ Metastatic ma I igna ncies to Eh e ja w& a re a ssocrated with a 
very poor prognosis. 
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Lexi-Comp ONLINE for Dentistry 

This powerful Internet-based application provides real -ts mo access to all Lexi-Comp dentistry 
knowledge areas. Simply enter a user name and password on a computer with Internet 
connectivity and navigate to any content area within three mouse clicks! Drug monographs can be 
accessed directly from a condition or procedure using bullion links. Detailed photographs and 
radiographs are included. 

Obtain instant DENTAL ALERTS warping pf mediations that will influence treatment Or cause 
harmful effects to the patient 

0 Effects on Dental T reatment 
o Effects On Bleeding 

O VasocGnstncton'LoeaJ Anesthetic Precautions 
q Dental Camment 

Izasiiy implement Drug Interaction Analysis into your office workflow 
o Supplem&MJil Patient Drug Form provided I'Erigiish/Spanishj 

Compare therapeutic categories to your patient drug regimens to select the most appropriate 
medication 

Access over I ..000 color photographs and radiographs 
fteviEw nearly 1 2,000 drugs ip the Drug ID module 
Print medication leaflets for your patients in 18 languages 

Utihtc Web Search and expand your search capabilities to other qualified health web sites 
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Register for a 
FREE 30-Day Trial 
of Levr-Comp ONLINE aL 
www. k x i . c omfd cn tiury 
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ONLINE product tours: 
www. kxi,comJtours 

Call or with our web ■site to register 
for .1 Jive Internet demonstration. 
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For more information or CO order any of these products, visit our web site or ea£l Customer Service 

wwwJexi.com/dentistry 

I- 8 A 6 - 397-3433 




Lexi-Comp ON-DESKTOP for Dentistry 


LEXI- 
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ON^OESKTOP 


Lexi-Comp ON -DESK TOP for Dentistry is the ultimate solution for Complete Medication 
Management, allowing you to store and edit office and patient medication regimens. Our complete 
Ifrrary of databases is downloaded no your desktop computer, or hosted on your network server, 
eliminating the need for a constant Internet connection, Unlimited updates, available during your 
subscription per <od, are scheduled to meet your needs and retrieved via the Internet. 

Eievacc the standard of patient care and help protect your practice from Nihility with leKi-Comp 
ON-DESKTOP for Dentistry 

Ontam instant DENTAL ALEFtTS waring df medications Uiat w.ll influence treatment or cause harmful effects to the patient 
d Effects on Dental Treatment rv __ 

o Effects on Bleeding 

□ Vasoconstriccoi'/Local Anesthetic Precautions 
o Demal* Comment. 

Store your office and patient medication lists to help ensure safe treatment plant 

Easily implement Drug Interaction Analysis into your -office workflow 

G Supplemental Patient Drug Form provided {EngSish/Spanish) 

Compare therapeutic categories to your pat-ent drug regimens to seieci the 
most appropriate medication 

Access over i ,000 color photographs and radiographs 
Review nearly 1 2.000 drugs in the Drug ID module 
Print medication leaflets for your patients in IS languages 
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Dental Alert Summary 
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For more information or to order any of these products, Vf$iE our web ske or call Customer Service 

www. lex}, com/den ti stry 

1-866-397-3433 



Lexi-Comp ON-HAND for Dentistry 



Lexi-Comp ON -HAND for Dentistry is our top-raced software chat provides insiant 
access Co point-of-care information on a mobile device. Advanced negation cools make in 
easy to find the right information when you need it the most. Updates to our content are 
available on a daily basis, ensuring you always have the most up-to-date clinical information 
at your fingertips. 
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Dental Lexi-Drugs includes information on over 7500 drugs 

Up to 30 fields of information including: U.5, Brand Names and Generic 
Names, Special Alerts, Use* Local Anesthetic/Vasocanstncior Precautions, 
Effects on Dental Treatment, Dental Dosing for Selected Drug 
Glassifications, Drug Interactions* Dental Comments, more 

Other available complementary database* include: Lex i- Interact " J . 

Lexi- Natural Products Pediatric Lexi-Drugs , and Sted man's 
Medical Dictionary for the Health Professions and Nursing 


Available on ihe falifjwmg plitforim: 
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Drug Information Handbook for Dentistry 


Description 

The Drug information Handbook for Dentistry. 13th Edition, is designed 
for dental professionals seeking information on commonly prescribed 
medications. Written by dentists, this top-selling reference provides 
dental -specific, content for thousands of medications and the most common 
herbs and dietary supplements. The user-friendly format lists all 
medications alphabetically, providing the information you need within 
seconds —an excellent chair-side refereneel 

Features 

Contains over 7500 drugs andl herbal products, including dental, medical. 
OTC, Canadian* and Mexican drugs 

Lists Local Anesihetic/Vuoconstriccor Precautions. Effects on Dental 
Treatment* and Dental Comments 

Drug Interactions, Contraindications. Wamings/Precautions, Common 
Adverse Effects, Use, Dosage, and Pregnancy Risk Factor 



Contents 

!) introduction 

2) Alphabetical Listing of Drugs 

3 ) Herbs / Natural Products 

4) Medically-Compromised Patients 
5J Specific Oral Conditions 


6} Sample Prescriptions 
7) Appendix 

&} Pharmacologic Category index 
?) Alphabetical Index 


d entaibooks-drbassam . blogspot . com 

For more information or to orcSer -‘iny ■of these products, visit our web siic or -call Customer Service 

www. I e x i . com/d e ntist r y 
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PERICQBQNAL RADIOPAQUE LESIONS 


CALCIFYING ODONTOGENIC CYST 


SYNONYMS 

■ Gorlin cysl 

ETIOLOGY 

■ A develop mortal! cyst that arises from tooth -forming 
epithelium 

* PenCOronat lesions develop from reduced enamel epil he- 
lium pi the dental follicle 


TYPICAL RADIOGRAPHIC FEATURES 

* A circumscribed unilocular lesion with focal or diffuse 
calcifications producing a mixed radsolucent-iadiopaque 
appearance 

* Most often associated w-ith an unerupted cuspid. 

May cause erosion d 1 the roois of adjacenl teeth. 



A calcifying odonlogtnic cyst ussc-ciaietf with an unerupled 
mandlbulif cuspitf looth, 


OTHER USEFUL CLINICAL INFORMATION 

* More common in young adulls, 

* May be associated wilh cortical expansion. 

DIFFERENTIAL DIAGNOSIS 

Odontoma 

- Adenomatoid odontogenic tumor 

- Caicilying epithelial odontogenic tumor 

DIAGNOSTIC STEPS 

* Microscopic examination of the lesion is necessary to 
confirm Ihe diagnosis, 

TREATMENT RECOMMENDATIONS 

Surgical enucleation 

mlow-up 4 

* Periodic re-evaluation. 

CONICAL SIGNIFICANCE 

* A calcifying odontogenic cyst is initially a ratiiolucent 
lesksn but eventually. calcifications can develop within 
the cyst wail producing a mixed rad?Dlucent-radiopaque 
appearance. 

■ A calcifying odontogenic cyst may occasionally occur in 
association wrth odontomas, adenomatoid odontogenic 
tumors, and ameloblastomas. 


PEHICGROMAL RADIOPAQUE LESIONS 


CALCIFYING EPITHELIAL ODONTOGENIC TUMOR 


SYNONYMS 

■ (urnor 


ECOLOGY 

■ K' sgji neoplasm ihgi arises from (ho reduced enamel 
ium mat lines She dental Fqllprte or from remnants of 
■ne dental lamina 


TYPICAL RADIOGRAPHIC FEATURES 

* a unilocular or muittlocijliir (asiqn with focal or diffuse 
edifications producing a mixed radiofuceni-radiopaque 
appearance 

* Commonly assooialed 1 with the crown ol an unerupied 
mandibular -molar 



a calcifying epithelial ouemegenie lumor associated with an 
nrKrupt^d maxillary Ihird mal^f looth. 


OTHER USEFUL CLINICAL INFORMATION 

* More common m adults. 

* Cortical expansion may be present. 

DIFFERENTIAL DIAGNOSIS 

■ Odonioma 

* Adefiomaioid odontogenic lumor 

* Catcifying odontogenic cyst 

DIAGNOSTIC STEPS 

* Microscopic pxaminaiion ol (he fesipn rs necessary io 
confirm i he diagnoaps. 

TREATMENT RECOMMENDATIONS 

* Surgical resection ig (he Ireatment of choice. 

FOLLOW-UP 

* Because Ehas neoplasm can exmpis multiple recurrences 
close follow-up is advisable, 

CLINICAL SIGNIFICANCE 

■ A calefying epithelial odomogemc tumor is initially radio- 
lucent. bui eventually, calcifications develop within (he 
tumor causing a mixed radiolucent- radiopaque appear- 
ance. 
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Dental Office 
Medical Emergencies 

The DertCftT Oflfee Afajpcd 
Emergencies manual facilitates 
dental office emergency 
creairnfcm and a asists tha dentist 
in addressing ,kny developing 
situation by reinforcing basic lift 
Support techniques. Tins handy 
reference it intended For use by 
the entire dental office staff for 
preparedness tnifiiqg as well as 
during times of crisis, 



Oral Soft 
Tissue Diseases 

Oral Sofl Tissue Diseases is designed to 
&\ippcn the dts^nosis and 
management of oral soft tissue 
disease in 2 forma* that amts the 
needs of a busy dentil practitioner, In 
this vituAlly-cuEd manual, each lesion 
associat ed with soft tissue disease is 
iilusif by or« or more photo- 
graphs depicting typical climcal 
features Itld common variations. Recommendations for fitttrmfii 
and follow- up, including sample prescriptions and concise drug 
monographs, are presented. 


Manual of 
Dental Implants 

The .Manual of Dcniof fftfpJontt it 
designed to introduce dental 
pi’ofo^unnflkl's to the world of 
rescoranve implant dentistry 
The diagnosis, tmureftt, and 
maintenance of dental tenplancs 
ire explained with over 200 
COfor photographs, plus 
diagrams and decision tress 
This re fere nce is valuable at 

multifile levels of knowledge and training, so the reader can 
continue TO benefit ai he or She gains Implant experience, 



Manual of 

Clinical Periodontics 

The Manuel c f Ofnkot Peri * donuts «s 
written as a quick and easy 
reference for many of the clinical 
problems that, challenge all 
preectoj&nwi ahd students of 

periodontics, The information in 
this bocA is presented m a 
question-and^nswei format, making 
it 3 practical resource for bath the 
general 5 clinic*! practice and Fn an educational setting. Spiral bound 
and ubbed for -easy access so rbe desired imfomnation. 



Orar S^tgery fo/ the General Drntfsf 
literally foatfl the practitioner 
through numerous surgical 
procedures in a well organized 
fashion. Utilizing a step-by-step 
approach, aeiconripanfed by 
dewfod totof photographs, this 
manual Is filled with fantastic tips 
and Suggestions that have been kepi secret from the general 
dentist for many years Thrs manual will show you how to 
perform Surgery with OOnfidunCE and expertise. 


Illustrated 
Handbook of 
Clinical Dentistry 

The fJfmtroied Handbook of Qinicai 
Oenusjjy is a concise yet 
coifiprehensivt resource for *11 
dentists and dema I students This 
manual summarize* nanny basic 
denial principles and procedure^ and 
a -designed to be used when 
craniitorting into dimcal practice or as a refresher for the 
seasoned dental professional 


Oral Surgery for 

GeneraJ Dentist 



Handbook 

*f0ktul m 
Dentistry 


■ 




Clinician's Endodontic 
Handbook 

The fltflPCHn's Endodontic 
wai developed as a quick reference to 
address current issues in endodontic 
therapy. The Incnsi rc-chruques, 
procedures, and materiafe Art 
presented in a concise, ensy-to-u it 
fof mat* chminating, the need for 
multiple textbooks. This is a mu*r have 
reference for dental practitioners with 
an interest in endodontics. 



The Little Dental 
Drug Booklet 

The Lrttfe Dentuf Chug Bdolkta is a 
peclke-DfiilEd reference ro the drugs 
most commonly used in dentil 
predict The ififormatjon provided in 
this bookfor includes practical, 
practice-onented JUggOitions made 
by den Li I professionals. A section on 
prescription writing and prescription 
requirements is inducted 
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PEfttflFicAL .Radiopaque lesions 


IDIOPATHIC OSTEOSCLEROSIS 


SYNONYMS 

* Oseopofotoc sea* 

■ Dense bone island 

* -oea: periapical osteopetrosis 

ettology 

* Unknown etiology 

TYPICAL radiographic features 

' i cmaimscribed radtopaque lesion at Ihe toot apex 
‘,fcs! often involves mandibular molar teeth 


DIFFERENTIAL DIAGNOSIS 

• Periapical cemento-osseous dysplasia 

• Focal sclerosing osteomyelitis 

• Cemenloblasioma 

• Cemen to-ossifying fibroma 

DIAGNOSTIC STEPS 

Percuss the Sooth nt will not be sensitive to percussion). 
■ Test the vitarily of trie tooth (Ft will test vilal}. 



dwthiE oslto sclerosis The 100th is asymptomatic an <a viral 

TREATMENT RECOMMENDATIONS 


OTHER USEFUL CLINICAL INFORMATION 

* V W* common in aduhs. 

■e tooth is usually free of caries or restorations 
is asymptomatic arrd vital 


■ No treatment necessary, 

FOLLOWUP 

Periodic re-eu^Jualipn, 


CLINICAL SIGNIFICANCE 

■ Thes& lesions may regress in older patients. 
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Oral Hard Tissue Diseases, 2nd Edition, is designed as a quick ref ere 
the visual recognition and diagnosis of common bone lesions. Each tab be 
devoted to a specific diagnostic category of lesion and illustrated with bla 
photographs of typical radiographic features. New to this edition are six 

and eight new radiographs. 


FEATURES 

Over 1 35 high-quality radiographs 


■ Etiology. Typical Radiographic 
Features. Differential Diagnosis 
and Clinical Significance are 
discussed for each legion type 


Recommendations for treatment 

and fellow-up 
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